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Thereupon, 

James L. Whittle, M.D., 

being by the undersigned Notary Public first duly 
swom, was examined and testified as follows: 

THE WITNESS: Yes, I do. 

DIRECT (James L. Whittle, M.D.) 

BY MR. ANDRADE: 

Q. Good morning, Dr. Whittle. 

A, Good morning. 

Q. Dr. Whittle, my name is Tony Andrade 
and I'm here representing the defendants in this 
action. And have you been deposed before. Dr. 
Whittle? 

A. Yes, I have. 

Q. So this experience isn't new to you. 

You pretty much have some familiarity with why you 
are here today? 

A. That's correct. 

MR. ANDRADE: Charles, my understanding 
is that this deposition is being taken under 
the Florida Rules of Civil Procedure and that 
we will reserve all reservations but for the 
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1 form of the question and responsiveness of 

2 the answer. 

3 Is that your understanding? 

4 MR. MIKHAIL: I think that's what the 

5 case management order provides. 

6 BY MR. ANDRADE: 

7 Q. Dr. Whittle, I'll be asking you 

8 questions to obtain information, and if at any time 

9 I ask a question that's not clear, would you please 

10 tell me. If you don't understand the question. I'll 

11 try to rephrase it. 

12 A. Yes. 

13 Q, If you respond to the question. I'll 

14 assume that you understood the question. 

15 A. Yes. 

16 MR. ANDRADE: Charles, my understanding 

17 is under the case management order that I 

18 will have six hours of actual question and 

19 answer time. 

20 MR. MIKHAIL: That's correct. 

21 BY MR. ANDRADE: 

22 Q. Dr. Whittle, do you have any scheduling 

23 problems today? 

24 A. No, no. 

25 Q. Good. All right. 
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1 Would you please state your full name. 

2 (Thereupon, a discussion was held off 

3 the record.) 

4 BY MR. ANDRADE: 

5 Q. Dr. Whittle, if you would kindly do me 

6 a favor. My hearing isn't the best and if you 

7 wouldn't mind, if you try to keep your volume up in 

8 your response, I would appreciate it. 

9 A. Certainly. 

10 Q. If at any time you want to take a 

11 break, please jqst let me know and we'll stop and 

12 take a break. 

13 A. I appreciate that. 

14 Q. Would you kindly state your name and 

15 your office address, please. 

16 A. It's James L. Whittle, 3801 PGA 

17 Boulevard, Suite 701, Palm Beach Gardens, Florida 

18 33410. 

19 Q. How long have you been at this address, 

20 professional address, Doctor? 

21 A. At this address only about three months 

22 but I've been.in the area approximately 15 years. 

23 Q. Could you give me your office address 

24 prior to the PGA Boulevard address, please. 

25 A. That was 3370 Bums Road, Suite 106, 
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1 Palm Beach Gardens, Florida 33410. 

2 (Thereupon, the document was marked 

3 Defendant Lorillard's Exb. No. 1 for 

4 Identification.) 

5 BY MR. ANDRADE: 

6 Q. Doctor, I'd like to hand you what's 

7 been marked Defendant's Exhibit 1, a copy of your 

8 curriculum vitae. Is that the most recent version 

9 of your C.V.? 

10 A. Yes, it is. 

11 Q. Can I ask. Doctor, you have an office 

12 address on the C.V., 3370 Bums Road, No. 106. Do 

13 you still have an active practice at that address? 

14 A. No, sir. We have moved into the 

15 address on PGA Boulevard that I just mentioned. 

16 Q. How about the 308 Southeast Hospital 

17 Avenue, do you still have a practice at that 

18 address? 

19 A. No, no. That office is closed. 

20 Q. Could you tell me when that office was 

21 closed, please. 

22 A. Approximately three years ago. 

23 Q. How long were you at that office 

24 address? 

25 A. We had a branch office up there only 
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1 for about, I believe, two years. 

2 Q. And that office was opened concurrent 

3 with your offices? 

4 A. Yes. 

5 Q. Thank you. 

6 Is this a current C.V.? Is it 

7 complete? 

8 A. Other than the change in address, yes. 

9 Q. Have you become a member of any 

10 professional societies since 1983? 

11 A. No, I have not. 

12 Q. The professional societies. Dr. 

13 Whittle, many of them just have one year to the left 

14 of the name of the society. Is that the year that 

15 you joined each society? 

16 A. Yes, it is. 

17 Q. For each of those societies, do you 

18 remain a member? 

19 A. The Association of American College of 

20 Physicians, I no longer am: I'm still a Diplomate 

21 of the American Board of Internal Medicine. I'm now 

22 a Fellow in the American College of Cardiology. 

23 I'm no longer a member of the American 

24 College of Chest Physicians. The NIH Steering 

25 Committee on Angioplasty that I was a member of has 
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1 

now been closed. 

l 

Q. And if we could turn to the next page. 

2 

I'm still a Diplomate of the American 

2 

the section entitled "Abstracts," have you authored 

3 

Board of Internal Medicine, Subspecialty Board in 

3 

any scientific or medical abstracts since 1981? 

4 

Cardiology. Still a fellow in the American College 

4 

A. No, I have not. 

5 

of Cardiology. And I'm no longer really affiliated 

5 

Q. Could you briefly describe your 

6 

with the American College of Chest Physicians. 

6 

educational background since graduating from high 

7 

Q. Okay. Is there any reason that you are 

7 

school. 

8 

no longer affiliated with the American College of 

8 

A. I attended the University of Arkansas 

9 

Chest Physicians? 

9 

from 1964 to 1967, and I left there, went to the 

10 

A. The only reason was that with all of my 

10 

University of Arkansas College of Medicine and 

11 

other obligations, and I'm very active in the 

11 

graduated with an M.D. degree in 1971. 

12 

American College of Cardiology, it was just a matter 

12 

I was in straight medicine, intern, at 

13 

of time, so I just dropped it. 

13 

the University Hospital of Little Rock from 1971 to 

14 

Q. If I could direct your attention to the 

14 

1972. From 1972 to 1975 I was in the Air Force. 

15 

next section entitled "Research Grants." 

15 

From 1977 until 1979 I was a -- I'm 

16 

A. Yes, sir. j 

16 

sorry — 1978,1 was a resident in internal medicine 

17 

Q. Have you received any research grants 

17 

at tre University of Arkansas. I was a fellow in 

18 

since 1980? 

18 

cardiology from 1978 to 1979 at the University of 

19 

A. No. Those grants were while I was 

19 

Arkansas. 

20 

still in academics. 

20 

Then I was a fellow in cardiology at 

21 

Q. If we could flip the page to the 

21 

the University of Florida from 1979 to '80. 

22 

section on publications, please. Have you authored 

22 

I'm starting to get confused on my 

23 

any scientific or medicalpublications since 1983? 

23 

dates. 

24 

A. No, I have not. That's when I went 

24 

Then I was a chief fellow in cardiology 

25 

into private practice. 

25 

at the University of Florida, I believe until the 

*** No 

tes 



Page 11 


Page 12 

1 

summer of 1980. Then I was an assistant professor 

1 

Q. When you were a cardiology fellow at 

2 

of medicine at the University of Arkansas for a 

2 

the University of Arkansas between 1977 and 1978, 

3 

period of two years. 

3 

did you train under a particular mentor? 

4 

I was also an instructor in the 

4 

A. The chief at that time was Marvin 

5 

department of surgery in that institution. I was 

5 

Murphy. 

6 

the head of catheterization laboratories at both the 

6 

Q. Was Mr. Murphy also the chief from the 

7 

V.A. Hospital and the University Hospital. 

7 

'78 — oh, excuse me. From 1978 to 1979 you then 

8 

Q. What was your undergraduate major? 

8 

went to the University of Florida? 

9 

A. Was chemistry. 

9 

A. Yes. 

10 

Q. And could you describe your 

10 

Q. Could you tell me if you had a 

11 

responsibilities from the period of 1972 to 1975 

11 

particular mentor? 

12 

wren you were in the military, please. 

12 

A. That was Cl Richard Conti was the chief 

13 

A. I was a general medical officer in the 

13 

of cardiology and in fact still is. 

14 

Air Force. I was in Guam for three months and then 

14 

Q. And would Dr. Conti have been the chief 

15 

I was at Barksdale Air Force Base where I was the 

15 

during the '79 to '80 period as well? 

16 

head of the primary care clinic for approximately 

16 

A. Yes, he was. 

17 

two years. 

17 

Q. Your C.V., I believe, indicates you 

18 

Q. And that was general medicine? 

18 

became board certified in internal medicine in 1977; 

19 

A. Yes. 

19 

is that correct? 

20 

Q. What is straight medicine, if I can 

20 

A. That's correct. 

21 

ask? 

21 

Q. And board certified in cardiology in 

22 

A. That was an internship where I only 

22 

1979? 

23 

rotated through the medical services, not surgical 

23 

A. That's correct. 

24 

services, pediatrics or other non-medical 

24 

Q. If we go to the page on your C.V., 

25 

specialties. 

25 

Dr. Whittle, that addresses professional 
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1 appointments, could you, in chronological order, 

2 please, just give me a brief description of your 

3 professional appointments. Your C.V. isn't numbered 

4 so I can't direct you to the exact page. I guess 

5 it's -- what? It's the second page. 

6 A. Right. I was, from 1980 to 1982,1 was 

7 an assistant professor of medicine at the University 

8 of Arkansas. 1980 to 1982 -- 

9 Q. Excuse me, if I could, Dr. Whittle. 

10 Perhaps could you give me a brief description of 

11 your responsibilities in those positions? I think 

12 we went through and identified them chronologically. 

13 A. When I was the — an assistant 

14 professor of medicine my duties were - I was in the 

15 department of cardiology and also in the department 

16 of internal medicine, so my responsibilities were 

17 teaching medical students, teaching medical 

18 residents, and teaching fellows in cardiology. 

19 I also had a very active research 

20 program that I spent actually a great deal of time 

21 doing. I was also an attending physician on the 

22 general medical wards as well as teaching 

23 catheterization to the fellows. And I also taught 

24 cardiology to senior medical students and house 

25 officers. 
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1 When I was concurrently with that at 

2 the Veterans' Administration Hospital in Little Rock 

3 my duties were the same because that was an academic 

4 appointment. 

5 From 1981 to 1982,1 was an instructor 

6 in the division of cardiovascular surgery at the 

7 University of Arkansas. I was in the department of 

8 surgery because one of my interests was in the 

9 surgical treatment of particularly coronary disease 

10 and also I had a very active role in taking care of 

11 patients postoperatively and in teaching some of the 

12 cardiovascular surgery fellows as well. 

13 I was director of the catheterization 

14 laboratories both at the University of Arkansas and 

15 at the Veterans' Administration Hospital where my 

16 duties were administrative as well as performing 

17 clinical procedures as well as teaching the fellows 

18 and house officers at that time. 

19 Subsequently, I came to the -- this 

20 area, in Palm Beach Gardens, where I started up the 

21 catheterization laboratory and private practice. I 

22 was the director of the laboratory for about two 

23 years, and then my responsibilities were such with 

24 my practice that I really no longer could do that 

25 because of the time constraints. 
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And then I started up a cardiology 
group at that time. 

I also from 1988 until the present time 
was the director of the — co director of the 
cardiac catheterization laboratory at St. Mary's 
Hospital here in West Palm Beach. 

Q. Doctor, when you said that you taught 
surgery, you're not a cardiac surgeon; is that 
correct? 

A. No. I taught the cardiological aspects 
of post op surgical care to the cardiovascular 
surgery fellows. 

Q. You didn't teach cardiac surgery per 
se? 

A. No. No, I did not. 

Q. When you taught medical students at the 
University of Arkansas, did you, in your lectures, 
teach them regarding the causes or risk factors of 
cardiovascular disease? 

A. I did not really give lectures as such. 

More my responsibilities were in patient rounds and 
teaching in that fashion. 

Q. Did you ever discuss with your students 
risk factors for various forms of cardiovascular 
disease? 


A. Yes. Quite extensively. 
0. And what did you tell th 
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Q. And what did you tell them at that time 
were the risk factors for the development of 
cardiovascular disease? 

A. I would almost have to redefine that a 
little bit because usually when we refer to risk 
factors, we're more specifically talking about 
coronary heart disease. 

Q. Can you define "coronary heart disease" 
for me, please? 

A. Coronary heart disease would be a 
disease primarily that involves the circulatory 
supply to the heart. It may be referred to as 
coronary heart disease or as coronary artery 
disease. 

Q. And how would you define the term 
"cardiovascular disease"? 

A. Cardiovascular disease would be any 
disease that involves the heart, the great vessels, 
and the peripheral vascular disease as well, in the 
peripheral vascular area. 

Q. Would it be fair to say, then, that 
cardiovascular disease would be an umbrella term 
under which coronary heart disease would fit? 

A. Yes, it would be. 
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1 Q. Let me ask, then, what did you tell 

2 your students about the risk factors for 

3 cardiovascular disease? 

4 A. Basically what I told them was that 

5 there are certain risk factors that we know that we 

6 feel are part of the cause or actually the cause of 

7 coronary disease and would elucidate die importance 

8 of the various risk factors. 

9 Q. Did you identify any specific risk 

10 factors for cardiovascular disease? 

11 A. Yes, I did. 

12 Q. Could you identify those, please. 

13 A. The risk factors that we classically 

14 have taught medical students, one is smoking; second 

15 would be hyperlipidemia or hypercholesterolemia, 

16 particularly some of tlje cholesterol subtypes. 

17 Diabetes, hypertension. Those are the classic ones 

18 that we generally taught. 

19 Q. While you were teaching during the 1980 

20 to the 1982 period, would you also have told your 

21 students that there are other risk factors for 

22 cardiovascular disease in addition to the ones that 

23 you just defined as classic? 

24 A. Those are the ones that we primarily 

25 taught. 
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1 Q. Were you aware at that time of any 

2 other risk factors of cardiovascular disease? 

3 A. Could you restate that, please? 

4 Q. Sure. 

5 During the period of time in the early 

6 '80s when you were teaching medical students, were 

7 you aware of any other risk factors for 

8 cardiovascular disease in addition to the classic 

9 ones that you just identified? 

10 A. Yes. There were some others but they 

11 were at the time and I think even with the test of 

12 time shown to be minor etiologies for coronary 

13 disease. 

14 Q. So in your opinion during the period 

15 1990 -- 1980, excuse me, to 1982, there were no 

16 other what you would consider to be major risk 

17 factors for cardiovascular disease other than the 

18 ones you identified? 

19 A. Yes. Again, the smoking, the diabetes 

20 the hyperlipidemia and the hypertension. Those were 

21 and still are the main at this point. 

22 Q. Thank you. 

23 Doctor, if I could, again, direct your 

24 attention back to your C.V. to the section that 

25 deals with your being an editorial consultant. 


*** Notes *** 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


Page 19 

A. Yes. 

Q, There are three journals here. Are you 
still an editorial consultant to each of those three 
journals? 

A. No. Those I was primarily a consultant 
on while I was actually in academics. And after - 
I think I may have reviewed one or two articles 
after leaving academics but I haven't since then. 

Q. Okay, And would you define the time 
period when you considered yourself to be within the 
academic community? 

A. That would be more 1980 to 1982. 

Q. During that time period how many 
articles did you review for the American Heart 
Journal? 

A. I honestly don't recall. That's been 
so many years ago. 

Q. Would it be a large number or a small 
number, relatively speaking? 

A. I think it would be a relatively small 
number. 

Q. Could you give me an estimate, a 
handful or so? 

A. It's been so lo.ug, I wouldn't even 
hazard a guess. 
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1 Q. How many articles would you have 

2 reviewed during that period for the "Archives of 

3 Internal Medicine"? 

4 A. I think that was only probably two or 

5 three articles, because of an article that I had 

6 written earlier that I had some interest in. 

7 Q. And how many articles would you have 

8 reviewed for "The Journal of Chest"? 

9 A. Again, I think that was a very limited 

10 number. 

11 Q. Very limited, meaning perhaps less than 

12 five — 

13 A. Probably so. 

14 Q. --would be reasonable? And since 1982 

15 have you reviewed any papers for these three 

16 journals? 

17 A. No, I have not. 

18 Q. Since 1982 have you served as a 

19 reviewer for any other scientific or medical 

20 journal? 

21 A. No, I have not. 

22 Q, Do you consider "The American Heart 

23 Journal," "The Archives of Internal Medicine," and 

24 "The Journal of Chest" to be reputable medical and 

25 scientific journals? 
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1 if we were looking at coronary blood flow in 20 

2 patients, then I would need to know the mean changes 

3 in coronary blood flow for those 20 patients. But 

4 there also might be some subsets of that where it 

5 might be a particular category, a particular disease 

6 pattern, that it might be significant but it would 

7 depend upon, again, the scientific methods that were 

8 used and the data that was used to end those people 

9 and was that a large enough population sample to be 

10 able to say. 

11 But again, though, this type of review 

12 is not really very appropriate for the type of 

13 reviewing that I was doing. 

14 Q. When you reviewed manuscripts, Dr. 

15 Whittle, did you review them blind in terms of who 

16 the authors were? When you received a manuscript, 

17 did you know who the authors were of the manuscript? 

18 A. Yes. 

19 Q. Do you think that a reviewer of an 

20 article submitted for publication to a journal 

21 should take into account who the author is? 

22 A. No, I don't, because I think that each 

23 study should be looked at upon its own merit and not 

24 the reputation of the authors. 

25 Q. So you would look at a study in terms 

Page 26 

1 of pure scientific merit? 

2 A. Exactly. 

3 Q. Was it a well-designed, well-conducted 

4 study? 

5 A. That's correct. 

6 Q. And you would be interested in whether 

7 or not the conclusions were supported by the actual 

8 data reported in the study? 

9 A. That's correct. 

10 Q. When you received manuscripts to 

11 review, did you have any information as to the 

12 source of funding for the research? 

13 A. Particularly in the last few years the 

14 American Cardiology -- American College of 

15 Cardiology has required that if someone has a 

16 particular financial interest, that this needs to be 

17 put as a disclaimer in the publication. 

18 At the time that that was being done, 

19 that was not required, at the time that I was 

20 reviewing the articles. The only things that were 

21 listed at that time would be that if there was a 

22 particular government grant, for example from the 

23 NIH or an organization such as that, that was 

24 generally listed. But otherwise we really 

25 occasionally would know where it was -- where the 

*** Notes *** 
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1 funding came from. 

2 Q. Okay. When you say, used the term the 

3 researcher had an interest, would , that be a 

4 situation, for instance, where a physician may be a 

5 part owner of a pharmaceutical company and conducted 

6 a clinical trial and then reported the results for 

7 publication? In that situation you would view the 

8 physician to have an interest in the subject matter? 

9 A. I don't know if that is applicable to 

10 pharmaceutical. I think this is more related to 

11 devices more so than the pharmaceutical, but again, 

12 I don't know that for certain. 

13 Q. Do you think it's important for 

14 manuscripts to identify the source of funding if the 

15 source of funding does not present a conflict with 

16 respect to the researchers' interest? 

17 MR. MIKHAIL: Object to the form. 

18 the WITNESS: Could you repeat that, 

19 please? 

20 BY MR. ANDRADE: 

21 Q. Do you believe that a researcher should 

22 report the source of funding if the researcher has 

23 no financial interest in the outcome of the research 

24 results? 

25 A. Now or back when I was reviewing? 

Page 28 

1 Q. At either time frame. 

2 A. Again, at the time that I was 

3 reviewing, that was not normally done. At the 

4 current time, I think it should be. 

5 Q. And why is that? 

6 A. I think although each article should be 

7 examined on its own scientific merit, I think you 

8 also need to know where the funding comes from 

9 because that may raise some questions about why the 

10 study was done. 

11 Q. Would you view that bit of information 

12 as contradicting your earlier view that the science 

13 should be analyzed based on its merit alone? 

14 A. No. I don't think — I think it's very 

15 consistent with that because I think that the 

16 primary thing that needs to be done is all studies 

17 need to be evaluated on their individual scientific 

18 merit. I don't think that that should really 

19 influence your decision about the scientific merit. 

20 Q. Should the source of funding influence 

21 one's decision about whether to recommend a paper 

22 for publication? 

23 A. No. 

24 Q. In your experience, Dr. Whittle, is it 

25 more difficult to publish negative results? 

*** Not 
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1 MR. MIKHAIL: object to the form. 

2 Negative results as to what? 

3 BY MR. ANDRADE: 

4 Q. Do you understand what the term 

5 "negative results" means with respect to scientific 

6 research and manuscripts that might be submitted for 

7 review to a journal? 

8 A. Yes. I understand what you mean. 

9 I think that depends upon the 

10 situation. And that is that if there is, for 

11 example, a new procedure that is being done and very 

12 negative results are obtained, then I think that 

13 would be veiy easy to get published. In fact, we 

14 would all encourage that to be done. 

15 If there is something that is already 

16 accepted in the scientific community as being 

17 negative, then if it doesn't really add any greater 

18 information to the scientific data bank that we 

19 have, then it may not be. But I think, again, it 

20 has to be examined on each merit. 

21 Q. Okay. If you have a situation where 

22 the scientific or medical community has a majority 

23 point of view, in that case, in your opinion, 

24 negative results might be more difficult to get 

25 published - 

Page 30 

1 A. No. 

2 Q. — because they wouldn't add anything 

3 to the existing information; is that correct? 

4 A. No. I didn't say that. Again, the 

5 primary thesis is if it is good science, it's good 

6 science whether it's negative or positive. 

7 If it is against foe grain of currently 

8 accepted thinking and it's correct, then that's 

9 what's necessary to change the currently incorrect 

10 thinking. 

11 Q. So if there is a majority point of view 

12 on a particular medical issue ana someone conducts a 

13 study and the results are negative, then the 

14 publication of those studies would add something to 

15 the medical knowledge on that subject, correct? 

16 A. If the science is good and foe study is 

17 well-conducted, perhaps ye$. 

18 Q. If a scientist conducts research and 

19 the results are negative but there already exists a 

20 number of studies appointing positive results, would 

21 you think it important for researchers to be aware 

22 of the negative results generated by this 

23 researcher? 

24 A. Again, if it is a good study, it's well 

25 done scientifically, and the data is valid, yes, 

*** No 
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1 that may be of help. But not -- again, the science 

2 is the most important thing. If that is not 

3 correct, then it should be not be in the literature. 

4 Q. All right. So as long as it is high 

5 quality science and merits publication, even if the 

6 results are negative, they might add something to 

7 our scientific knowledge on a particular topic? 

8 A. That's correct. 

9 Q. Dr. Whittle, do you think it is 

10 appropriate for a reviewer to recommend suggestion 

11 of the publication of research results to achieve a 

12 public policy objective? 

13 A. I don't quite understand the question. 

14 Q. All right. If a reviewer receives a 

15 manuscript to review and has reservations about the 

16 quality of the science but believes that the 

17 publication of the results will move the medical 

18 community towards a desirable public policy 

19 objective, do you think it would be appropriate in 

20 that case for foe reviewer to recommend foe 

21 publication of that study? 

22 A. You are basically asking does the end 

23 justify the means. 

24 Q. That's probably a much more succinct 

25 way of putting it. 
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1 A. My feeling would again be that it has 

2 to be judged on its own scientific merit. If it is 

3 valid science, then that data, if it's negative or 

4 different from what everyone else says, it still 

5 needs to be evaluated on its own merit and in the 

6 context of all the other studies. If all the other 

7 studies say X and this says Y, then you have to 

8 reexamine X; but if X is overwhelmingly correct, 

9 then you have to discard Y. 

10 Q. All right. If the tobacco industry 

11 funded a study and the study was of high scientific 

12 merit, then it should be recommended for 

13 publication? Would that be your view? 

14 A. If it is good science and it's done 

15 well and it's done appropriately, if it meets those 

16 criteria, yes, it should be published. If it adds 

17 something to the literature that is not there. 

18 Q, And if it meets all the criteria you 

19 just identified, it shouldn't be refused publication 

20 simply because the source of funding was the tobacco 

21 industry, isn't that right? 

22 A. That's correct. 

23 Q. Do you have any articles that are 

24 currently in press, Dr. Whittle? 

25 a. No, I do not. 
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1 Q. I just wanted to go over your 

2 publication list from your C.V. and make sure that I 

3 understand the subject matters and areas in which 

4 you have published. Perhaps the best way of doing 

5 that is for me to ask you a few global questions 

6 about all your publications and abstracts, if I 

7 could. 

8 Do any of your publications or 

9 abstracts deal with the causation of cardiovascular 

10 disease? 

11 A. No, they do not. 

12 Q. Do any of your publications or articles 

13 address the biological mechanisms of cardiovascular 

14 disease? 

15 A. Some of these studies, particularly 

16 with relationship to coronary artery spasm, may help 

17 to elucidate at the time some of the mechanisms, but 

18 again, this is a rather gross not a molecular 

19 mechanism. 

20 Q. All right. So none of your 

21 publications deal with the biological mechanism of 

22 cardiovascular disease at the cellular or molecular 

23 level? 

24 A. That's correct. I take that back. 

25 Some of the work that I originally did was on a 
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1 subccllular basis, and actually some of that we 

2 never published. But I did some work in that area. 

3 But again, though, the scientific community has 

4 advanced a great deal since I was doing this. 

5 Q. All right. Can I ask you, did that 

6 work involve cigarette smoke at all? 

7 A. No, it did not. 

8 Q. Could you just give me a brief 

9 description of what that work focused on, your work 

10 at the cellular and molecular level on mechanisms? 

11 A. What I was looking at was the effect of 

12 various coronary interventions on the — some of the 

13 submolecular units, the mitochondria and how die 

14 mitochondria function was changed by a change in 

15 coronary blood flow with devices such as the intra 

16 aortic balloon pump and things of that nature. 

17 Q. Do any of your publications or 

18 abstracts address the epidemiology of cardiovascular 

19 disease? 

20 A. They do not. 

21 Q. And to ask a more specific question 

22 about cigarette smoking, do any of your publications 

23 or articles address the epidemiology of smoking and 

24 cardiovascular disease? 

25 A. The only way in which it did was some 

*** Notes *** 
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1 of the articles that we had published may have 

2 mentioned whether or not patients were smokers who 

3 had coronary disease. (But other than that, there 

4 were no strict epidemiologic studies as much. 

5 Q. All right. And this would have been a 

6 mention rather than a focus of the research? 

7 A. That's correct. ’ 

8 Q. Do any of the publications or articles 

9 address the subject of cigarette smoke and 

10 biological mechanisms of cardiovascular disease? 

11 A. No, they do not. 

12 Q. And do any of the publications or 

13 articles address any type of animal studies 

14 involving cigarette smoke and cardiovascular 

15 disease? 

16 A. No, they do not. 

17 Q. Do any of the publications or articles, 

18 Dr. Whittle, address the topic of health care costs 

19 generally? 

20 A. No, they do not. 

21 Q. I take it none of them would address 

22 health care costs associated with cigarette smoking? 

23 A. That's correct. 

24 Q. To return to yqur research grants 

25 again, please, could I ask what the amount of each 
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1 grant was, starting with the grant from the Arkansas 

2 Affiliate of the American Heart Association? 

3 A. I -- it's been so long ago, I really 

4 don't recall. 

5 Q. That's fine. And this research that 

6 you conducted with the funds from the Arkansas 

7 Affiliate of the American Heart Association, did 

8 that concern any relationship to any cigarette 

9 smoking and cardiovascular disease? 

10 A. No, it did not. 

11 Q. Can we agree, Dr. Whittle — I'm trying 

12 to avoid asking a ldt of questions that are quite 

13 similar. When I use the term "cardiovascular 

14 disease," can we agree that that is an umbrella term 

15 that would encompass coronary heart disease and 

16 peripheral vascular disease as well as coronary 

17 artery disease? 

18 A. Yes. 

19 Q. Okay. And again, your research grants 

20 didn't address the biological mechanisms of 

21 cardiovascular disease. I assume that most of your 

22 publications are based on these grants; is that 

23 correct? 

24 A. No. Actually the — most of my 

25 publications were work that I did as a fellow. The 

*** Not 
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1 grants that I had for the two years that I was in 

2 academics, there was really nothing published from 

3 that because after I left academics and went into 

4 private practice then I did not publish any of those 

5 results because the studies were not completed. 

6 Q. I see. All right. Because the timing 

7 was relatively concurrent, I thought perhaps that 

8 the publications flowed from these two research 

9 grants, but they were - they flowed from different 

10 researchgrants? 

11 A. That's correct. 

12 Q. Okay. Then let me go back and ask a 

13 few questions, if I can, pertaining to the research 

14 grants. The results of these grants were not 

15 published? 

16 A. That's correct. 

17 Q. Did the research that was funded with 

18 the Arkansas American Heart Association money, did 

19 that research concern the causes of cardiovascular 

20 disease? 

21 A. No, it did not. 

22 Q. Did it concern the biological 

23 mechanis ms of cardiovascular disease? 

24 A. Depends on how you define the 

25 biological mechanisms. 
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1 Q. Biological mechanisms at the cellular 

2 and molecular level. 

3 A, No, it did not. 

4 Q. Okay. Did it involve biological 

5 mechanisms in a grosser anatomic level? 

6 A. Yes, it did. 

7 Q. Okay. Can you describe for me - 

8 A. Basically — 

9 Q. — those aspects of the research, 

10 please? 

11 A. Basically we were looking at the — 

12 with the American Heart Association grant, was we 

13 were looking at the effect of the intra aortic 

14 balloon pump on variable coronary flow. This is an 

15 experimental model with -- both with coronary 

16 narrowings and a normal coronary flow and looking at 

17 the effect of the balloon pump on affected flow in 

18 those areas. So it was rather gross. 

19 We were looking atjthe subcellular 

20 effect as well, but not really on a molecular 

21 pathophysiologic basis. 

22 Q. All right. Did the Arkansas 

23 grant-supported research involve the epidemiology of 

24 cardiovascular disease? 

25 A. No, it did not. 
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Q. And same questions as for the grant 
from the U.S. Veterans' Administration: Did that 

1 
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the cells because of the change in the blood flow. 

Q. And how would that he related to 

2 

2 

3 

involve any research concerning the epidemiology of 

3 

biological mechanisms of the development of 

4 

cardiovascular disease? 

4 

cardiovascular disease? 

5 

A. No, it did not. 

5 

A. Again, that's a very broad question 

6 

Q. The causes of cardiovascular disease? 

6 

because when you are talking about biological 

7 

A. No, it did not. 

7 

mechanisms, you can be talking about a number of 

8 

Q. The biological mechanisms of 

8 

things: You could be talking about platelets; you 

9 

cardiovascular disease? 

9 

could be talking about the biology of the plaque; 

10 

A. Again, depending on how you define the 

10 

you could be talking about the biochemical aspects 

11 

biological mechanisms. 

11 

with the LDL production; you could be talking about 
the mitochondrial function. So when you say the 

12 

Q. Let me ask the question. First, did it 

12 

13 

involve biological mechanisms at the cellular and 

13 

"biological aspects" that's such a broad term that 
it would — I would almost need it defined more 

14 

molecular level? 

14 

15 

A. At the subcellular level. 

15 

narrowly. 

16 

Q. Subcellular level? 

16 

Q. Okay. 

17 

A. And the biochemical. 

17 

Doctor, have you given any speeches or 

18 

Q. Right. Can you explain that aspect of 

18 

presentations on smoking and cardiovascular disease? 

19 

the research, please. 

19 

A. I talk a great deal about risk factor 

20 

A. Okay. What we were looking at, the 

20 

modification for coronary artery disease, and in 

21 

mitochondria in a cell is basically the powerhouse 

21 

that smoking is a very important part of what I talk 

22 

in the cell where most of the energy is generated. 

22 

about. 

23 

And what we were looking at was the effect of 

23 

Q, And when you say "risk factor 

24 

coronary blood flow on the mitochondrial function as 

24 

modification," is part of your presentation 

25 

far as the actual energy that was made available to 

25 

recommending that people reduce their smoking or 
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1 stop smoking? 

2 A. Only that they stop smoking. 

3 Q. Because you believe that somehow will 

4 modify their risk for the future development of 

5 cardiovascular disease? 

6 A. Yes. 

7 Q. What other risk factors do you lecture 

8 on in terms of risk factor modification? 

9 A. Basically, we first and foremost we try 

10 and get people to stop smoking. We also talk about 

11 the importance of cholesterol lowering. We talk 

12 about the importance of hypertension control, the 

13 importance of proper care of diabetes, die use of 

14 exercise, the use of weight loss, and try and modify 

15 all of these factors as much as we can to tty and 

16 reduce a person's risk of heart attack, angina, and 

17 sudden coronary death. 

18 Q. To whom do you give these 

19 presentations? 

20 A. Primarily I wo'old say probably 90 

21 percent of what I do is to other physicians. A very 

22 small percentage is to the lay public, and a small 

23 percentage to nurses. 

24 Q. Who would your lay audiences be? 

25 A. These would be people that, for 
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1 example, if the hospital is sponsoring a lecture 

2 series and they invite the lay public, I may be a 

3 speaker at one of those. 

4 Q. Have you been giving these 

5 presentations for a long period of time? 

6 a. Yes, I have. 

7 Q. Approximately when did they begin? 

8 A. I started that primarily when I went 

9 into practice and currently I would say I average 

10 probably at least one to three talks per month. 

11 Q. And you started practice — when you 

12 started practice as a cardiologist, can you give me 

13 the year you would have started these talks? 

14 A. I started in 1982. 

15 Q. Okay. Do you, when you speak to other 

16 physicians, do you recommend that they also tell 

17 their patients that they should try to modify this 

18 group of risk factors? 

19 A. Yes, I do. 

20 Q. Do you have any transcripts of your 

21 presentations. Dr. Whittle? 

22 A. No. Those are not recorded. 

23 Q. Are there any handouts that you give to 

24 people in the audience? 

25 A. No. They are usually slide 
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presentations. 

Q. Do you have any copies of the slides 
that you use? 

A. Yes. Quite a few. 

Q. Has your presentation changed over time 
in terms of the risk factors that you would identify 
in talking about the modification of risk factors to 
reduce the risk of cardiovascular disease? 

A. Yes. I think this has changed a great 
deal. And the -- when I first started doing this 
many years ago, we knew of the factors mat were 
responsible for the development of coronary disease, 
but interventionwise we were not able to do much. 

And then as angioplasty developed, we 
were able to do more mechanically about the end 
result of the development of coronary disease. That 
changed things a great deal. But particularly over 
the last five years with the change that we have 
seen in risk factor modification having such 
dramatic effect on results, this has become 
extremely exciting and I think we're talking about 
this sort of topic more and more. 

Q. Do you ever give these presentations to 
a group that would be in a lower socioeconomic 
strata? 
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A. Most of my talks, as I mentioned, have 
been to physicians and nurses. The talks that I 
give to the lay public are regardless of someone's 
socioeconomic status. 

Q. Okay. You don't provide lectures, say, 
to patients at inner city clinics or a group that 
might include a high number of people that could be 
categorized as poor or indigent? 

A. I've not been asked to but I would 
certainly be more than happy to do so. 

Q. Would the risk factors that you would 
suggest be modified be different for a group, say, 
of Medicaid recipients, as opposed to another lay 
group that you might present to? 

A. Coronary disease is coronary disease 
whether you are rich or poor and it can kill you 
just the same. 

Q. Okay. In your opinion, are there 
differences in risk factors for cardiovascular 
disease between the higher economic strata of say - 
of society in Florida versus those who aren't as 
fortunate economically? 

A, Could you repeat? 

MR. MIKHAIL: Object to the form. 
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BY MR. ANDRADE: 

Q. In your opinion, are there differences 
in the risk factors for cardiovascular disease 
between a wealthy population and a poor population? 

MR. MIKHAIL: I still object to the 

form as to differences. 

BY MR. ANDRADE: 

Q. Doctor, let me try to make it as simple 
as I can. Are there different risk factors for 
cardiovascular disease for wealthy people as opposed 
to poor people? 

A. You mean are there different risk 
factors for poor people versus wealthy people? 

Q. For cardiovascular disease. 

A. Is that what you are asking? No, there 
is not. 

Q. There is no difference, in your 
opinion? 

A. There are not risk factors that are 
endemic, if you will, to poor people that are not 
present in wealthy people. 

Q. Are there certain risk factors that 
might be more important to modify in a poor 
population as opposed to a wealthy population? 

A. If you are looking at an individual 
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patient, all risk factors need to be modified. 

Q. That's not the question I asked. If 
you would, let me ask it again. 

In your opinion, are there risk factors 
for cardiovascular disease that cluster around lower 
socioeconomic status as opposed to wealthy or high 
socioeconomic status? 

MR. mikhail: I object to the form, but 
if you understand the question you may answer 
it. 

THE WITNESS: I would have to answer 
that like this: That when I am dealing — I 
deal with individual patients, not with 
populations. 

I use the data from oopulations, but 
when I am dealing with individual patients I 
have to deal with each patient on their own 
merit and modify those risk factors that need 
to be modified. 

BY MR. ANDRADE: 

Q. Would you agree, then, that statistics 
from a population study don't necessarily apply to 
an individual? That's a very general question. 

A. The statistics from a population will 
suggest what may be a factor and will help me in 
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dealing with an individual patient. So, yes, they 
are applicable but what is happening with you 
doesn't help me — how can I phrase this? Maybe if 
I could use an example. 

Q. Sure. 

A. If I see a patient who has chest pain 
and if this person has no individual risk factors 
for coronary disease, if the chest discomfort is 
less — is not a typical chest discomfort, in the 
total absence of risk factors, then my index of 
suspicion that this is truly cardiac in origin is 
lower. However, if this patient has multiple risk 
factors, if they smoke, if they are hypertensive, 
they're diabetic and they have chest discomfort even 
though it may be more atypical, I am more apt to 
look harder for coronary disease in that individual. 

Q. Okay. If you have a population, say, 
from a study that associates chest pain with certain 
risk factors, that would lead you to ask individuals 

a uestions about whether or not they have some of 
lose risk factors in their backgrounds; is that 
correct? 

A. Absolutely. 

Q. But in your opinion the focus would 
have to be on the individual? 
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A, Yes. But I have to come to that 
individual with the knowledge of what's gone on in 
other populations because toat will help me to 
decide what's wrong with this individual patient. 

Q. Okay. So you would use associations 
from population studies between risk factors and the 
occurrence, perhaps, of cardiovascular disease or 
signs or symptoms of cardiovascular disease as a 
guide to ask specific questions of an individual 
patient? 

A. I ask all patients the same questions 
to try to get the answers. But what might make a 
difference is if a person has multiple nsk factors, 
then I will look harder to exclude or include the 
diagnosis of coronary artery disease. 

Q. All right. Epidemiological literature 
identifies risk factors for cardiovascular disease 
on a population basis; is that correct? 

A. That's correct. 

Q. And then from the epidemiology you 
could develop a laundry list, so to speak, of risk 
factors that you might want to ask individual 
patients about? 

A, That's correct. , 

Q, But you would always ask the individual 
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J 

patient if they have these risk factors in their 

I 

BY MR. ANDRADE: 

2 

backgrounds? 

2 

Q. Dr. Whittle, earlier when I asked you 

3 

A. That's correct. 

3 

about the definition of cardiovascular disease, I 

4 

Q. Would that be because, for instance, my 

4 

think you agreed that that was a broad term that 

5 

personal medical history and the risk factors in my 

5 

would encompass coronary artery disease, coronary 

6 

background might differ from Dr. Stone, for 

6 

heart disease, and peripheral vascular disease. 

7 

instance? 

7 

Would it also encompass cerebrovascular disease? 

8 

A. That's correct. Again, if you have the 

8 

A. Yes. 

9 

risk factors, then I'm going to look harder. 

9 

Q. Earlier I believe you said you have 

10 

Q. And you find m your practice that 

10 

given deposition testimony before? 

11 

individuals have different sets of risk factors? 

11 

A. Yes, I have. 

12 

A. Yes. 

12 

Q. Could you tell me how many times. 

13 

Q. Some might be more or less important in 

13 

please. 

14 

an individual case, some of those risk factors might 

14 

A. I would guess a total of maybe 15 to 20 

15 

be more or less important in an individual case? 

15 

times. 

16 

A. That's correct. 

16 

Q. Have you ever given testimony at trial? 

17 

MR. MIKHAIL: In about five minutes or 

17 

A. Yes, I have. 

18 

so I think would probably be time for a 

18 

Q. And approximately how many times? 

19 

break. We started late but I usually like to 

19 

A. I've only testified in trial twice. 

20 

break — 

20 

Q. Could you describe those cases in which 

21 

MR. ANDRADE. Well, actually this is a 

21 

you testified at trial? 

22 

good point to break now. 

22 

A. Yes. Would you like me to? 

23 

(Thereupon, a recess was taken from 

23 

Q, Yes. General subject matter, if you 

24 

10:15 a.m. until 10:30 a.m. at which time the 

24 

would, please. 

25 

following proceedings were resumed:) 

25 

A. One of the trials that I testified in 

*** Nol 
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1 

was in a wrongful death suit of a woman who died of 

1 

those cases? 

2 

a heart attack, a fairly young woman. And basically 

2 

A. Not off the top of my head. 

3 

the diagnosis was not entertained. It was missed. 

3 

Q. Do you recall the attorneys who asked 

4 

And she died as a result of the misdiagnosis. 

4 

you to get involved in those cases? 

5 

The only other case I have testified in 

5 

A. I recall some of the attorneys but not 

6 

was I was involved in a malpractice suit that one of 

6 

all of them. 

7 

my partners and I were involved in and I testified 

7 

Q. Could you identify some of those. 

8 

in that suit. 

8 

please? 

9 

Q. You were part of a group practice? 

9 

A, Robert Montgomery and his partner Chris 

10 

A. Yes, I am. 

10 

Larmoyeux here in this community. Steven Okee. 

11 

Q. Can you tell me who your partners are? 

11 

Actually that's not been deposed yet. A lot of the 

12 

A. James Vamell, V-A-R-N-E-L-L; Ricardo, 

12 

other cases I really'don't recall who the specific 

13 

Bedoya, B-E-D-O-Y-A; Gabriel Breuer, that's 

13 

attorneys were. 

14 

B-R-E-U-E-R; Agusto Villa, that's V-I-L-L-A; and 

14 

Q. Right. In approximately how many of 

15 

Burton Greenberg and Chauncey Crandall. 

15 

the 15 depositions did you testify in smoking health 

16 

Q. And you have given approximately 15 

16 

issues? 

17 

depositions prior to this one? 

17 

MR. MIKHAIL: I object to the form. 

18 

A. Yes. 

18 

Do you understand the question? 

19 

Q. Did any of those depositions involve 

19 

THE WITNESS: Not quite. 

20 

issues pertaining to smoking and health? 

20 

BY MR. ANDRADE: 

21 

A. They were concerned only with smoking 

21 

Q. I think you mentioned that when you -- 

22 

and health in that it was important whether or not 

22 

in the past when you have given deposition 

23 

the individual cases, if the patient did smoke, in 

23 

testimony, at least some of those questions 

24 

some of the cases. 

24 

regarding smoking and health were involved; is that 

25 

Q. Do you recall the names of some of 

25 

correct? 
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1 A. Smoking and the individual's health, 

2 yes. 

3 Q. And how many of these 15 cases was the 

4 issue of smoking and the individual's health 

5 involved? 

6 A. It would purely be a guess, but I would 

7 guess approximately a third to a half. 

8 Q. And do you recall the nature of your 

9 testimony in those cases? 

10 A. Some of the cases it may have been 

11 quite some time so I may not recall some of those 

12 quite as closely. But there are always a few that 

13 stand out in your mind. 

14 Q. Do you recall if any of those cases you 

15 testified that smoking was the cause of the 

16 individual's injury? 

17 A. That question was not specifically 

18 asked. May I give an example? 

19 Q. Please. 

20 A. One was the case of the lady that had a 

21 heart attack and died, was again — this was a woman 

22 who went to a physician with complaints of chest 

23 pain. She was a very heavy smoker. The diagnosis 

24 was not entertained and the patient subsequently 

25 came in and died. 

Page 54 

1 In that case the smoking was an issue 

2 because of the fact that she has chest discomfort 

3 which in this case was very typical of heart pain, 

4 and she smoked. And the index of suspicion for the 

5 physician should have been much higher than it was. 

6 Q. So that was a case of misdiagnosis? 

7 A. That's correct. 

8 Q. Were most of these 15 cases cases of 

9 misdiagnosis? 

10 A. Some were misdiagnosis. A few were, 

11 probably more, were procedural related 

12 complications. 

13 Q. Okay. Do you recall in any of the 15 

14 depositions you have given if you have ever offered 

15 testimony that smoking was the cause of a particular 

16 injury? s 

17 A. If I may infer from your question, was 

18 I ever asked if smoking resulted in this injury, I 

19 was never asked that But that was certainly 

20 inferred by my testimony. 

21 Q. Could you identify the names of those 

22 cases where you gave such testimony? 

23 A. Again, I don't recall the names. 

24 Q. Can you recall the names of the 

25 attorneys that were involved in those specific 

*** Notes *** 
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1 cases? 

2 A. In that specific case, it was Chris 

3 Larmpyeux. 

4 Q. Could you spell the last name, please? 

5 A. I was afraid you were going to ask 

6 that. It's L-A-R-M-O-Y-E-A - 

7 THE COURT REPORTER: It's E-U-X. 

8 THE WITNESS: Thank you. 

9 BY MR. ANDRADE: 

10 Q. In the 15 depositions you have given, 

11 have those been for the plaintiff? 

12 A. They have been both for the plaintiff 

13 and the defendant. 

14 Q. And how would that break down? 

15 A. I would guess maybe two-thirds were for 

16 the plaintiff and one-third was for the defendant. 

17 Q. What is your ordinary fee, Doctor, for 

18 medical/legal consulting matters? 

19 A. Usually it's $250 an hour. 

20 Q. Is that the same fee that you are 

21 charging the State of Florida? 

22 A. No, it's not. 

23 Q. What is your fee per hour in the State 

24 of Florida case? 

25 A. I'm not charging. 

Page 56 

1 Q. Are you charging anything for your 

2 deposition testimony here today? 

3 A. No, I am not. 

4 Q. Will you be charging anything for your 

5 testimony at trial? 

6 A. No, I am not. 

7 Q. Will you be charging for any work that 

8 you do between now ana the time of trial in this 

9 particular case? 

10 A. No, I am not. 

11 Q. So basically you are giving your time 

12 free of charge for all of your involvement in this 

13 particular action? 

14 A. That's correct. 

15 Q. Can I ask how much time you have spent 

16 on this case to date? 

17 A. Probably eight hours. 

18 Q. And how much time do you expect to 

19 spend between now and your testimony at trial? 

20 A. I can't really answer that. 

21 Q. Have you ever given any testimony 

22 before Congress? 

23 A. No, I have not. 

24 Q. Any testimony on any subject before, 

25 say, a state legislative or re. julatory body? 

*** Notes *** 
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A. Yes, I have. 

Q. Did that testimony involve any smoking 
and health issue? 

A. No. The testimony that I was involved 
with before the state, both in this state and the 
State of Maryland, were on some certificate of need 
issues regarding catheterization laboratories and 
open heart programs, but not related to the issue of 
smoking and heart disease. 

Q. Have you ever given testimony before 
Congress or any state or local government body, 
regulatory or legislative, on health care cost 
issues? 

A. Only as related to the cost of 
catheterization. 

Q. But no presentation of testimony on 
health care costs as they might relate to Medicaid? 

A. No, I have not. 

Q. Have you ever been involved in any 
lawsuit as a party? 

A. Yes, I have. 

Q. How many? 

A. One. 

Q. Could you describe that for me? 

A. Yes. That was a case in which we had a 


Page 58 

woman who had a single lesion of the left anterior 
descending coronary artery and really minor disease 
of another artery. We operated on the woman; she 
did fine. A year later the other artery acutely 
occluded that was not significantly diseased before. 

She subsequently developed some severe 
complication of a myocardial infarction. I might 
also add she had continued to smoke in between, and 
after it was claimed that we had misdiagnosed the 
first lesion and something should be been done at 
the time of the original surgery. And that was the 
basis of the suit. 

Q. And what was the outcome of the 
litigation? 

A. The outcome of the suit was that the 
jury was hung five to one in our favor and the suit 
was subsequently dropped. 

Q. Was it dismissed? 

A. Yes, it was. 

Q. It wasn't settled? 

A. No, it was not. 

Q. You mentioned that you're testifying 
free of charge in this case. Were you asked by any 
public health association or voluntary health 
association to give your time to this matter? 
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A. No, I was not. 

Q. It was a voluntary decision? 

A. Yes, it was. 

Q. Have you ever consulted, for a fee or 
not for a fee, on any other smoking health 
litigation? 

A. I've not been asked to consult for any 
other smoking related matters at all. 

Q. So to this poin f in time you have not 
been asked to do any work on behalf of a law firm in 
any smoking and health lawsuit? 

A. That's correct. 

Q. Did you bring any documents with you 
today to your deposition? 

A. No, I did not. 

(Thereupon, the document was marked 

Defendant Lorillard's Exb. No. 3 for 

Identification.) 

BY MR. ANDRADE: 

Q. I'd like to hand you what's been marked 
as Defendant's Exhibit 3 which is a notice of your 
deposition. I wanted to ask you about each category 
of documents that is requested in your deposition 
notice, Dr. Whittle. Do you have any documents in 
which the State's counsel provided to you that 


*** Notes 
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pertain to the subject matter of your expected 
testimony? 

A. Yes, I do have some documents. 

Q. Would you identify those for me, 
please. 

A. Again, this will have to be from memory 
so some of the names I may not have -- may not be 
totally correct. 

I reviewed the Surgeon General's Report 
I believe from 1983. I reviewed the deposition of, 

I believe, three other physicians: It was Dr. 
Blackburn, Dr. Hagood and, I believe, Dr. Rhodes. I 
may have the last name incorrect. I'm not sure. 

Q. Any other material? 

A, I think there may have been an article 
by Dr. Blackburn. I don't recall the exact author 
on that. 

Q. Did you review that in preparation for 
your deposition today? 

A. Yes. Quite some time ago. 

Q. And any other materials that you can 
recall? 

A. If there were other materials, they may 
have slipped my mind exactly as to what they were. 

Q. Do you recall if there was any 
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] 

substantial volume of other materials or am I just 

l 

A. No, I have not. 

2 

speaking of an article? 

2 

Q. Now, are there any medical or 

3 

A, These were rather voluminous. 

3 

scientific articles, other than those that you have 

4 

Q. The materials you have identified were 

4 

identified, that you presently anticipate that you 

5 

voluminous? 

5 

will refer to in your direct testimony at trial? 

6 

A, Yes. 

6 

A. No. 

7 

Q. The materials that you indicated you 

7 

Q. And I suppose you wouldn't have any 

S 

may have received but can't recall with specificity. 

8 

billing records in connection with the case if you 

9 

would you characterize them as voluminous? 

9 

are donating your time? 

10 

A. The total pile was quite large of 

10 

A. That's correct. 

11 

everything. It was just --1 reviewed everything 

11 

Q. How about a list of any prior testimony 

12 

that I was given but I just don't recall the 

12 

on smoke and health litigation? I would imagine you 

13 

specifics of some of the smaller pieces. 

13 

would have nothing of that sort since you testified 

14 

Q. Are there any documents that you 

14 

that you haven't been involved in the past in any 

15 

haven't already identified that you have reviewed 

15 

other smoke and health litigation? 

16 

specifically in preparation for your deposition 

16 

A. That's correct. 

17 

today? 

17 

Q. And you are not currently involved 

18 

A. Other than what I was provided? 

18 

consulting in any smoke and health litigation? 

19 

Q. Yes. 

19 

A. No, 1 am not. 

20 

A. No, nothing else. 

20 

Q. Just solely this case, the State of 

21 

Q. Nothing else. 

21 

Florida? 

22 

Have you prepared any documents in 

22 

A. That's correct. 

23 

connection with your testimony today? 

23 

MR. MIKHAIL: Tony, just so the record 

24 

A. No, I have not. 

24 

will be clear, the notice of deposition and 

25 

Q. No report or notes? 

25 

the subpoena request that he bring those 

*** Nol 

.es 

*** 
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1 

documents with him today, the only reason we 

l 

A. Yes, I did. 

2 

didn't haul them here is because they have 

2 

Q. And Dr. Rhodes? 

3 

been provided to you. 

3 

A. (Nods head up and down.) 

4 

MR. ANDRADE: Absolutely. I see we 

4 

Q. Are you relying on those depositions 

5 

have those materials. 

5 

for the opinions that you expect to express here 

6 

MR. MIKHAIL: I just want to make sure 

6 

today at the deposition? 

7 

the record is clear. Since he's testified he 

7 

A. Not in the least. 

8 

didn't bring them, I want the record to 

8 

Q. You reviewed those for what purpose? 

9 

reflect why he didn't bring them. 

9 

A. Basically to get an idea of what you 

10 

MR. ANDRADE: I wasn’t trying to - 

10 

were going to ask me. 

11 

MR. MIKHAIL: No, I understand. 

11 

Q. Do you recall if you disagree with any 

12 

MR. ANDRADE: - trick him. 

12 

of the opinions expressed by Drs. Hagood, Rhodes or 

13 

MR. MIKHAIL: I understand. 

13 

Blackburn? 

14 

BY MR. ANDRADE: 

14 

MR. MIKHAIL: I object to the form. If 

15 

Q. Did you receive any internal tobacco 

15 

you can remember all these. 

16 

company documents? 

16 

THE WITNESS: I can't remember 

17 

A. I don't recall specifically everything. 

17 

everything. There may have been some minor 

18 

Nothing really comes to mind. 

18 

little nuances that I may have disagreed 

19 

Q. With respect to the depositions that 

19 

with, but I don't believe that I recall 

20 

you identified that you received from the State's 

20 

anything substantive that I disagreed with. 

21 

counsel, did you review each of those depositions? 

21 

BY MR. ANDRADE: 

22 

A. Yes, I did. 

22 

Q. Do you anticipate reviewing any 

23 

Q. You reviewed Dr. Hagood's? 

23 

additional documents between now and the time of 

24 

A. Yes, I did. 

24 

trial? 

25 

Q. And Dr. Blackburn's? 

25 

a. If necessary I would be happy to. 
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1 Q. The question is-: Do you personally 

2 anticipate or expect to review additional documents? 

3 A. I would not be going out and reviewing 

4 on my own unless they were provided to me. 

5 MR. ANDRADE: if I Could ask, 

6 Mr. Mikhail, if there is an expectation that 

7 you would be providing additional documents 

8 to Dr. Whittle? 

9 MR. MKHAIL: At this time we don't 

10 anticipate it because of the limited area in 

11 which he is going to testify. But in the 

12 event something should change, it would 

13 promptly be provided to you in advance of his 

14 testimony. 

15 But no, we don't anticipate providing 

16 him with any additional material. 

17 BY MR. ANDRADE: 

18 Q. When did you first learn about the 

19 State of Florida Medicaid action, Dr. Whittle? 

20 A. I may have heard a little bit in the 

21 news or read something in the paper sometime within 

22 the last year. I can't really pinpoint when that 

23 was. 

24 Q. When was the first time you were 

25 contacted by plaintiff's counsel with respect to 

Page 66 

1 this case? 

2 A. Again, I would guess maybe three months 

3 ago approximately. 

4 Q. And who contacted you? 

5 A. It was Robert Montgomery. 

6 Q. And I am correct that you did not 

7 initiate contact but you were contacted by counsel 

8 for the State of Florida? 

9 A. That's correct. 

10 Q. And at that time what did 

11 Mr. Montgomery tell you about this action? 

12 A. Basically he asked me if I was aware of 

13 the -- of this particular suit that was pending and 

14 would I be willing to help them some in providing 

15 some testimony. I told him that I would. 

16 Q. Do you have any correspondence between 

17 Mr. Montgomery or any of the other counsel for the 

18 state and yourself? 

19 A. No, I don't. This was all done 

20 verbally. 

21 Q. How many other times after that first 

22 contact three months ago have you spoken to 

23 Mr. Montgomery? 

24 A. None. 

25 Q. None. 

*** Notes *** 
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1 Did you meet with anyone to prepare for 

2 your deposition today? 

3 A. Yes, I have. 

4 Q. And who did you meet with, please? 

5 A. The attorneys that are here with me, 

6 Ms. Wagner and Mr. Mikhail. 

7 Q. And when was that? 

8 A. Mr. Mikhail and I met roughly, I guess, 

9 a month ago. And then the three of us met again 

10 yesterday. 

11 Q. Have you spoken to any other counsel 

12 for the state with respect to your participation in 

13 this lawsuit? 

14 A. There was one other attorney who was 

15 with Mr. Mikhail whose name I don't recall. 

16 MR. MIKHAIL: It was Lee Young. 

17 BY MR. ANDRADE: 

18 Q. Have you ever met Dr. Hagood? 

19 a. No, I have not. 

20 Q. Have you ever met Dr. Blackburn? 

21 A. No, I have not. 

22 Q, And how about Dr. Rhodes, have you ever 

23 met him? 

24 A. No, I have not. 

25 Q. Have you spoken to them at all about 

Page 68 

1 this case? 

2 A. No, I have not. 

3 Q. All right. 

4 Any other matter pertaining to smoking 

5 and health? 

6 A. No, I have not. 

7 Q. Have you discussed your opinions that 

8 you expect to offer here today and at trial with any 

9 of your colleagues, any of your partners in your 

10 medical practice? 

11 A. Not really. The only thing that we 

12 have discussed was' the fact that I was going to get 

13 involved in it. My partners were very supportive of 

14 that. 

15 Q. Did you discuss your testimony with any 

16 colleagues at the various hospitals where you have 

17 privileges? 

18 A. The substance of my testimony? 

19 Q. Yes. 

20 A. No, I did not. 

21 Q. Did you discuss the fact that you would 

22 be giving testimony in this matter? 

23 A. To a few people, yes. 

24 Q. And what were the nature of those 

25 discussions? 

*** Notes *** 

'i 
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1 

A. Basically someone may have said 

l 

he hasn't prepared any reports; we have not 

2 

something and I mentioned that I was asked to 

2 

sent any reports. 

3 

participate in this and that was basically all that 

3 

BY MR. ANDRADE: 

4 

was said. 

4 

Q. Did you draft Defendant's Exhibit 2 

5 

Q. Have you issued any reports to counsel 

5 

which is entitled "Expert Disclosure, James M. 

6 

concerning the expert opinions that you expect to 

6 

Whittle, M.D."? 

7 

give here today? 

7 

A. I did not draft this myself. 

8 

A. No, I have not. 

8 

Q. Who did? 

9 

(Thereupon, the document was marked 

9 

A. I'm really unaware of who did. 

10 

Defendant Lorillard's Exb. No. 2 for 

10 

Q. You have absolutely no idea who drafted 

11 

Identification.) 

11 

this particular document? 

12 

BY MR. ANDRADE: 

12 

A. I think it may have been someone in Ms. 

13 

Q, Let me, if I can, give you what's 

13 

Wagner's office, but I'm not sure exactly who it 

14 

marked as Defendant's Exhibit No. 2 which is a copy 

14 

was. j 

15 

of your expert disclosure statement in this case. 

15 

Q. Do you know what date it was provided 

16 

Have you seen this document before. Dr. Whittle? 

16 

to the defendants in this case? 

17 

A. Yes, I have. 

17 

A. No, sir, I don't. 

18 

Q. When did you see it first? 

18 

Q. Do you know if it was drafted before 

19 

A. I don't recall when that was. I have 

19 

you had your first telephone conference with 

20 

so much paperwork that comes across my desk, I 

20 

Mr. Montgomery three months ago? 

21 

really don't recall. But I have seen this before. 

21 

A. It would not have been before that 

22 

Q. Did you draft this report? 

22 

because I was really not involved until that time. 

23 

A. I think someone else drafted it. 

23 

But as far as when it was -- 

24 

MR. MIKHAIL: I object to the form. So 

24 

Q. You have no — I'm asking you -- 

25 

we don't get confused with the report because 

25 

MR. MIKHAIL: Give him a chance to 

*** No 

tes 
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l 

answer the question. 

1 

BY MR. ANDRADE: ! 

2 

BY MR. ANDRADE: 

2 

Q. Answer the question, Doctor. 

3 

Q. Excuse me. I didn't mean to interrupt. 

3 

A. I don't know what Mr. Montgomery did or 

4 

Go ahead. Dr. Whittle, and finish. 

4 

did not do. 

5 

A. This — I'm not aware of when this came 

5 

Q. And you have no specific recollection 

6 

across my desk and so really I just --1 just really 

6 

as to when you first saw this document? 

7 

don't recall. 

7 

A. I know I have seen it, but I have no 

8 

Q. So you can't be certain if the expert 

8 

idea of when. 

9 

report was drafted before you had your first 

9 

Q. Can you give me an estimate of the 

10 

telephone conversation with Mr. Montgomery? 

10 

time? 

11 

A. Logic would make me think that it was 

11 

A. No. I probably have as much paperwork 

12 

not, because I was not involved. 

12 

coming across my desk as you do and it's hard to 

13 

Q. But you don't have any knowledge that 

13 

remember when everything came across. 

14 

this report was not drafted prior to your first 

14 

Q. For your sake, I hope not. Dr. Whittle. 

15 

telephone conference with Mr. Montgomery? 

15 

A. I do too. 

16 

A. Except that that doesn't make any 

16 

Q. Do you recall if you received 

17 

sense. 

17 

Defendant's Exhibit No. 2 before you received the 

18 

Q. It may not make any sense, but isn't it 

18 

depositions of Drs. Hagood, Rhodes and Blackburn? 

19 

possible that Mr. Montgomery anticipated contacting 

19 

A, Which was Exhibit No. 2? Oh, this one? 

20 

you three months ago about what your opinion is in 

20 

Q. Yes. "This one" being the expert 

21 

this case? 

21 

disclosure statement of Dr. James L. Whittle. 

22 

MR. MIKHAIL: I object to the form. 

22 

A. That I don't know. I know the 

23 

You're arguing with mm about what's possible 

23 

deposition that I received probably tended to be 

24 

and what's not. He can answer the question. 

24 

within the last four to six weeks. And again, I 

25 


25 

don't know when this came in so I'm not sure when 

*** No 

tes 
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1 

they came in relative to each other. 

l 

meeting with Mr. Mikhail of one month ago? 

2 

Q. When you talked to Mr. Montgomery 

2 

A. He might remember but I honestly don't. 

3 

approximately three months ago, did you discuss the 

3 

I would say roughly a month ago. 

4 

substance of your opinions in this case? 

4 

Q. Do you have it recorded on your 

5 

A. No, I did not. 

5 

calendar someplace? 

6 

Q. He just asked you if you would be 

6 

A. No. Wait a minute, I can remember. 

7 

willing to become involved? 

7 

It was the 9th of March. 

8 

A. Yes, he did. 

8 

Q. The 9th of March? 

9 

Q. Did you have any subsequent discussions 

9 

A. At 2:30 in the afternoon. 

10 

with Mr. Montgomery regarding the substance of your 

10 

MR. MIKHAIL: You were in blue jeans, I 

11 

opinions in this case? 

11 

remember. 

12 

A. As I mentioned to you earlier when you 

12 

THE WITNESS: I remember that because I 

13 

asked, I have not even talked with him since that 

13 

had just come back from a trip. 

14 

initial discussion. 

14 

BY MR. ANDRADE: 

15 

Q. Have you had any discussions with any 

15 

Q. You indicated you received an article 

16 

counsel for the State of Florida up to this point in 

16 

by — that was authored by Dr. Henry Blackburn from 

17 

time regarding the substance of your opinions in 

17 

plaintiff's counsel? 

18 

this case? 

18 

A. That's correct. 

19 

A. Yes, I have. 

19 

Q. Is that the article entitled "What Do 

20 

Q. When did that occur? 

20 

We Know About Preventing Coronary Heart Disease"? 

21 

A. When Mr. Mikhail and I met 

21 

A. That's correct. 

22 

approximately a month ago and when the three of us 

22 

Q, And you've read that article in 

23 

met yesterday we talked some about the substance of 

23 

preparation for your deposition today? 

24 

what I was going to be, discussing. 

24 

A. Yes, I did. 

25 

Q, Do you remember the date of your 

25 

Q. Okay. Will that article serve as the 
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1 

bases of the opinions you expect to give here today? 

1 

Q. When was that? 

2 

A. No, it will not. 

2 

A. That was approximately five weeks. I 

3 

Q. Did you also receive an article 

3 

guess it probably would be the week before 

4 

entitled "Cartoons, Cotton Candy and the Marlboro 

4 

Mr. Mikhail ana I met. 

5 

Man," by Steve Herman? 

5 

Q. Will you be relying on the 1983 Surgeon 

6 

A. Yes, I did. 

6 

General's Report as one of the bases for your expert 

7 

Q. Have you reviewed that document? 

7 

opinions in this case? 

8 

A. Yes, I have. 

8 

A. No, I will not. 

9 

Q. Is that document going to serve as the 

9 

Q. Did you suggest any revisions, Dr. 

10 

basis of any of the expert opinions that you will 

10 

Whittle, to your expert disclosure statement that's 

11 

offer here today? 

11 

marked as Defendant's Exhibit No. 2? 

12 

A. No, it will not , 

12 

A. No, I did not. 

13 

Q. Are you an expert on advertising, 

13 

Q. Do you agree with everything that's in 

14 

Dr. Whittle? 

14 

the brief statement? 

15 

A. No, I'm not. 

15 

A. Yes, I do. 

16 

Q. An expert on marketing matters? 

16 

Q. Would you like to make any changes to 

17 

A. No, I am not. 

17 

your expert disclosure statement? 

18 

Q. Do you know who Steve Herman is? 

18 

A. No, I wouldn't. 

19 

A. I have no idea. 

19 

Q. And this represents the scope of the 

20 

Q. And you mentioned you also received a 

20 

testimony that you expect to give at trial in this 

21 

copy of the 1983 Surgeon General's Report? 

21 

matter? 

22 

A. That's correct. 

22 

A. That's correct. 

23 

Q, And have you reviewed that in its 

23 

Q. Dr, Whittle, have you ever personally 

24 

entirety? 

24 

been a smoker? 

25 

A. Yes. 

25 

A. No, sir. 
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1 

Q. All right. 

l 

A. No, I don't. 

2 

Do any of your family members smoke? 

2 

Q. Can I ask if there were other risk 

3 

A. My father did. 

3 

factors in your father's background that you would 

4 

Q. Did your father ever tell you anything 

4 

have considered to be at least partly responsible 

5 

about smoking? 

5 

for his ill health? 

6 

A. No. I saw it myself because he had a 

6 

A. No. 

7 

heart attack when he was 55 and then continued to 

7 

Q. Would you favor a ban on the sale of 

8 

smoke until he died. 

8 

cigarettes in the State of Florida? 

9 

Q. Did he ever tell you that he regretted 

9 

MR. MIKHAIL: I object to the form, but 

10 

beginning cigarette smoking? 

10 

he can give his opinion if he would like. 

11 

A. Yes. 

11 

He's not being offered as an expert in that 

12 

Q. Were you a young boy at the time? 

12 

area, but — 

13 

A. No, sir. I was a medical student. 

13 

THE WITNESS: Smoking is great for my 

14 

Q. Do you have any friends who smoke? 

14 

business but it's terrible for people. And 

15 

A. A few. 

15 

if it could be banned, I think it would be 

16 

Q. Do you allow them to smoke in your 

16 

wonderful, but that's not going to happen. 

17 

presence? 

17 

BY MR. ANDRADE: 

18 

A. Not in my home; they will in their 

18 

Q. You don't favor smokers having free 

19 

home. 

19 

choice to make the decision to smoke or not to smoke 

20 

Q. You attribute your father's heart 

20 

for themselves? 

21 

attack to his cigarette smoking? 

21 

A. I think that's a decision that everyone 

22 

A. Yes, I do. 

22 

has to make. 

23 

Q. Do you believe that that might bias 

23 

Q. But if you had your preference, you 

24 

your view of the cigarette smoking and 

24 

would have cigarettes banned? 

25 

cardiovascular disease issue? 

25 

A. Again, that's a philosophical thing. I 
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1 

sort of have mixed emotions. From a health 

1 

"Braunwald's Textbook of Cardiology" and Willis 

2 

viewpoint, yes. But from a personal freedom 

2 

Hearst's "Textbook of Cardiology." There are some 

3 

viewpoint, no. 

3 

other excellent texts out there, but those are the 

4 

Q. What textbooks on cardiovascular 

4 

two that are really classically regarded. 

5 

disease do you recognize as being authoritative, Dr. 

5 

Q. Do you have children? 

6 

Whittle? 

6 

A. Yes, I do. 

7 

A. I don't really think that you can say 

7 

Q. Do they smoke? 

8 

that any textbook is authoritative. It's all 

8 

A. No. 

9 

helpful, but you can't say necessarily authoritative 

9 

Q. Have they ever smoked? 

10 

because if a book hasn't been changed for the last 

10 

A. They may have tried it some. 

11 

five years, there may have been such strides that it 

11 

Q. Have you ever given them any advice on 

12 

may not be authoritative anymore. So at the time 

12 

smoking? 

13 

when it comes out, it's still a bit outdated. So I 

13 

A, Yes, I have. 

14 

hate to say that any textbook is absolutely 

14 

Q. And what did you tell them? 

15 

authoritative. 

15 

A. Don't. 

16 

Q. Are there textbooks on cardiovascular 

16 

Q. And why is that? 

17 

disease that you would say are generally accepted by 

17 

A. Because there's a history of heart 

18 

members of your profession? 

18 

disease in the family, and with all the other 

19 

A. As -- 

19 

problems that may be associated with smoking, I 

20 

Q. Generally accepted as a -- an excellent 

20 

would rather not see my son have any of those 

21 

text? 

21 

problems. 

22 

A. If you make a distinction between an 

22 

Q. And I think you testified earlier that 

23 

excellent text and an authoritative text, yes. 

23 

you would give the same advice to your patients? 

24 

Q. And what would those be, please? 

24 

A. Yes. 

25 

A. Probably the two major ones would be 

25 

Q, Do you also advise your patients to 
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1 modify other risk factors if they have any in their 

2 individual histories? 

3 A. Yes, I do. 

4 Q. Dr. Whittle, I wanted to just ask you 

5 some questions about areas of expertise. And as I 

6 understand it, you hold yourself out as an expert in 

7 cardiovascular disease? 

8 A, That's correct. 

9 Q. You don't consider yourself an expert 

10 in lung cancer? 

11 A. No, sir. 

12 Q. Or the mechanisms of carcinogenesis? 

13 A. No, sir. 

14 Q. The causes of cancer? 

15 A. No, sir, I don't. 

16 Q. You wouldn't generally consider 

17 yourself an expert in the field of cancer; is that a 

18 fair statement? 

19 A. No, sir. My expertise is related to 

20 cardiovascular disease. 

21 Q. You wouldn't consider yourself an 

22 expert in chronic obstructive lung disease? 

23 A. I see a lot of it, but I'm not — 

24 that's not what I primarily do. 

25 Q. And you don'1 diagnose and treat 

Page 82 

1 chronic obstructive lung disease? 

2 A. I may diagnose it and treat it, but 

3 that's not my primary area of expertise, because 

4 many of our patients with coronary disease also have 

5 obstructive lung disease. So it's necessary for us 

6 to be aware of a lot of those problems. 

7 Q. But you don't consider yourself to be 

8 an expert in that field, chronic obstructive lung 

9 disease? 

10 A. I guess it would depend on how you 

11 define "expert." 

12 Q. May I ask how you would define the word 

13 expert since you are being held out as an expert in 

14 this particular case on CVD issues? 

15 A. I would tend to define "expert" as 

16 someone who is either trained in a particular area 

17 or has enough clinical experience in a particular 

18 area to know more than what the average practitioner 

19 might know. 

20 Q. Have you ever done any research into 

21 the causes of chronic obstructive lung disease? 

22 A. No, I have not. 

23 Q. Do you review, on a regular basis, the 

24 epidemiology relating to chronic obstructive lung 

25 disease? 

*** Notes *** 
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1 A. No, I do not. 

2 Q. Have you ever researched the area of 

3 the mechanisms of chronic obstructive lung disease? 

4 A. Only as an interest as a resident. 

5 Q. Would you consider it important in 

6 qualifying as an expert to have done research and to 

7 have written in a particular area? 

8 MR. MIKHAIL: I object to the form. 

9 THE WITNESS: No, I don't think so 

10 because I think there may be several areas 

11 you can be an expert in. One is that if you 

12 are a researcher and if you look strongly 

13 into the mechanisms of the disease, yes. But 

14 also if you have a wealth of clinical 

15 experience, which I do, over the last 15 

16 years, then I've had enough experience with 

17 coronary disease that I can certainly 

18 consider myself an expert in, well, coronary 

19 and cardiovascular disease. 

20 BY MR. ANDRADE: 

21 Q. Are you here to express any opinions 

22 today in the field of chronic obstructive lung 

23 disease? 

24 A. No, I'm not. 

25 Q. Are you an expert in pulmonology? 

Page 84 

1 A. Only in what is related directly to the 

2 cardiovascular disease. 

3 Q. But you are not here today to offer any 

4 expert opinions in the field of pulmonology, per se? 

5 A. No, I'm not. 

6 Q. Are you an expert in geriatrics? 

7 A. Only in the geriatric aspects of 

8 cardiovascular disease. 

9 Q. Could you explain what you mean by 

10 that, please? 

11 A, There are certain problems in the 

12 elderly which are very unique to the elderly in the 

13 area of cardiovascular disease. And it's incumbent 

14 upon me to be very familiar with these areas on a 

15 clinical basis so that I know how to take care of 

16 people. 

17 Q. Are you an expert in epidemiology? 

18 A. I am familiar with epidemiology and I 

19 use it in approaching my clinical situations. But 

20 as far as being formally trained in epidemiology, 

21 the answer is no. 

22 Q. You have no degrees in the field of 

23 epidemiology? 

24 A. No. 

25 Q. Is that correct? 
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1 

A. That's correct. 

l 

Q. Would you consider yourself an expert 

2 

Q. And you have never conducted an 

2 

in the design and conduct of epidemiological 

3 

epidemiological study yourself? 

3 

studies? 

4 

A. No, I have not. 

4 

A. An expert? No. 

5 

Q. Do you intend on offering any expert 

5 

Q. Would you consider yourself to be an 

6 

opinions in this case on epidemiology? 

6 

expert in the interpretation of epidemiological 

7 

A. Not on epidemiology as such but perhaps 

7 

findings? 

8 

on how some of the epidemiology may apply to what I 

8 

A. I may interpret these findings, but I'm 

9 

do on a clinical basis. 

9 

not an expert. That's not what I routinely do. 

10 

Q. So you will be offering expert opinions 

10 

Q. It would be fair to say that your level 

11 

on the epidemiology of cardiovascular diseases? 

11 

of epidemiology would be consistent with practicing. 

12 

A. Only as it relates to the individual 

12 

clinical physicians? 

13 

diagnosis and treatment of patients. 

13 

A. In cardiology, yes. 

14 

Q. Are you an expert in the field of 

14 

Q. In cardiology. 

15 

medical ethics? 

15 

Are you an expert in pharmacology? 

16 

A. Do I have medical ethics? 

16 

A, Not in the pharmacology in general, but 

17 

Q. No. That's not the question certainly. 

17 

with reference to cardiovascular drugs, yes. 

18 

Do you consider yourself an expert m 

18 

Q. These are drugs used to treat 

19 

the field of medical ethics? 

19 

cardiovascular disease? 

20 

A. No, I do not. 

20 

A. Yes. 

21 

Q. Do you very consider yourself an expert 

21 

Q. Do you intend on offering any opinions 

22 

in the field of statistics? 

22 

in this case on the so-called addiction issue? 

23 

A. No, I do not. 

23 

A. No. 

24 

Q. Biostatistics? 

24 

Q. You are not an expert in substance 

25 

A. No. 

25 

dependence or addiction? 
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1 

A. No. 

i 

cigarette design or manufacture? 

2 

Q. Are you an expert in consumer behavior? 

2 

A, No, I'm not. 

3 

A. No. 

3 

Q. Do you consider yourself generally an 

4 

Q, No. And I believe earlier you said you 

4 

expert in the field of smoking and health? 

5 

wouldn't hold yourself out as an expert in cigarette 

5 

A. Only as it relates to my area of 

6 

advertising or cigarette marketing? 

6 

cardiovascular disease. 

7 

A. That's correct. 

7 

Q. What about health problems of the poor, 

8 

Q. What about medical history, Doctor, 

8 

do you consider yourself an expert in that field? 

9 

would you consider yourself an expert in medical 

9 

A. In the problems that I deal with in 

10 

history? 

10 

cardiovascular disease, the disease is the same in 

11 

A. I'm very familiar with a lot of medical 

11 

the wealthy and the poor. 

12 

history. But as being an expert as much, I think I 

12 

Q. But you have no specialized expertise 

13 

know quite a bit about cardiovascular medicine but 

13 

with respect to health care problems of the 

14 

not in general of medical history. 

14 

indigent? 

15 

Q. Would you intend on giving expert 

15 

A. Again, in what I do in cardiovascular 

16 

opinions on the state of art of medical knowledge in 

16 

disease, I would not really -- there is really not 

17 

the field of cardiovascular disease? 

17 

such an entity. As far as the overall health 

18 

A. I'm not anticipating that. 

18 

problems, there are certainly problems. But those 

19 

Q. So as we sit here today, you don't 

19 

are not areas that I'm really involved in. 

20 

expect to be offering expert opinions in that area? 

20 

Q. So your opinions would be limited to 

21 

A. That's correct. 

21 

cardiovascular disease to the extent that you might 

22 

Q, All right. Have you done any research 

22 

comment on any unique problems that exist among the 

23 

and published in the area of medical history? 

23 

poor segment of society? 

24 

A. No, I have not. 

24 

A. That's correct. 

25 

Q. Are you an expert in the area of 

25 

Q. Are you an expert in hospital 
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1 

administration? 

l 

practices and not in general. 

2 

A. No, I'm not. 

2 

Q. So you wouldn't be an expert in the 

3 

Q. Are you an expert in the field of 

3 

general field of health care finance? 

4 

nursing home care? 

4 

A. No. 

5 

A. No, I'm not. 

5 

Q. And you wouldn't be an expert in the 

6 

Q. In medical economics? 

6 

field of the costs of the Medicaid program in the 

7 

A. I know a little of medical economics as 

7 

State of Florida? 

8 

it applies to cardiovascular disease, but overall, 

8 

A. That's correct. 

9 

no. 

9 

Q. And would you consider yourself an 

10 

Q. Okay. 

10 

expert in the field of radiology? 

11 

Have you ever done any research in the 

11 

A. Again, if it -- as related to 

12 

field of medical economics or health care costs? 

12 

cardiovascular disease, yes. But as far as general 

13 

A. No, I have not. 

13 

radiology, no. 

14 

Q. So I take it you have not done any 

14 

Q. Do you have any special training. 

15 

research specifically with respect to the health 

15 

Dr. Whittle, in the area of radiology as it relates 

16 

care cost of the indigent? 

16 

to cardiovascular disease? 

17 

A. That's correct. 

17 

A. Yes, I do. 

18 

Q. Have you ever practiced in the field of 

18 

Q. Would you describe that for me, please. 

19 

health care costs or held a position that would give 

19 

A. The — my primary interest has been in 

20 

you experience in the area of health care costs? 

20 

doing angiography. There are some radiologists who 

21 

A. My only experience would be, as I think 

21 

do angiographies of the coronaries. I've done 

22 

as all of us are, in trying to do some cost cutting 

22 

probably between 5 --1 guess 6 to 8,000 of these 

23 

measures in the hospitals that we are working with 

23 

which some people might consider a radiologic 

24 

and in our practice as well. But again, that's 

24 

procedure, and that's been my primary. 

25 

related to cardiovascular disease in our own 

25 

Q. All right, Do you intend to offer any 
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1 

opinions in this case in the area of cardiovascular 

1 

Q. How about St. Mary's Hospital? 

2 

and radiology? 

2 

A. I don't know. 

3 

A. Only in that in doing cardiovascular 

3 

Q, And Martin Memorial Hospital? 

4 

radiologic procedures such as coronary angiography, 

4 

A. I don't know. 

5 

we see the end result of the risk factors in the 

5 

Q. You are still affiliated with all three 

6 

development of coronary disease. So if that was 

6 

institutions? 

7 

pertinent to the topic, yes. 

7 

A. Not with Martin Memorial. We are with 

8 

Q. And do you consider yourself an expert 

8 

the Jupiter Medical Center and St. Mary's. 

9 

in general surgery? 

9 

Q. Do either Jupiter or St. Mary's receive 

10 

A. No, I do not. 

10 

state government funding to support programs within 

11 

Q. Do you consider yourself an expert in 

11 

those two hospitals? 

12 

certain invasive procedures in the field of 

12 

A. I would presume so, but I don't know 

13 

cardiovascular disease? 

13 

what the funding is. 

14 

A. Yes, I do. 

14 

Q. Do you know if they receive any state 

15 

Q. Could you identify those for me, 

15 

government funding to support cardiovascular 

16 

please? 

16 

programs specifically? 

17 

A. Cardiac catheterization, angioplasty, 

17 

A. For state funding, I don't know. 

18 

stance, rotobladers. Those would be the primary. 

18 

Q. Do you know if either Jupiter or St. 

19 

Pacemakers and perhaps some of these I'm not even 

19 

Mary's receives any local funding for cardiovascular 

20 

thinking of at this point. 

20 

programs specifically? 

21 

Q. Dr. Whittle, do you know if Jupiter 

21 

A. St. Mary's I know has an endowment 

22 

Hospital has an official policy regarding its staff 

22 

program that has been started, Jupiter Hospital, I 

23 

consulting with the tobacco industry? 

23 

don't know. 

24 

A. I'm not aware. I just honestly don't 

24 

Q. Does the endowment program receive 

25 

know. 

25 

government funds? 
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1 A. I don't know. 

2 Q. What types of complaints would you see 

3 in a typical patient that would come to you in your 

4 office practice? 

5 A. It can be a number of different 

6 problems. It could be related to chest discomfort 

7 or arrhythmia, risk modifications. Could be a 

8 number of different issues. 

9 Q. And approximately how many patients 

10 would you yourself see in an average day? 

11 A. In the office? The hospital? 

12 Combined? 

13 Q. If we could do all three. I was going 

14 to ask all three questions. If you could start with 

15 the office and then hospital and combined. Or if 

16 it's easier to give a figure on a weekly basis, 

17 that's fine. 

18 A. I would have to think about this a 

19 little bit. In the office I would probably see 

20 maybe eight to ten new patients a week, and probably 

21 30 return patients a week. 

22 Q So 35 to 40 patients in total would be 

23 a fair estimate? 

24 A. For the office, yes. 

25 Q. Per week? 
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1 A. Yes. 

2 In the hospital, the way that we work 

3 is that we, all my partners and I, basically take 

4 turns seeing various patients. I would say for our 

5 group our total hospital load is probably, in 

6 patient visits, is probably 100 to 120 a week. 

7 Q. Would that be your personal load? 

8 A. My personal load is probably about a 

9 fourth of that. 

10 Q. And what percentage of the patients in 

11 your group practice that you see in your office 

12 would be Medicaid recipients? 

13 A. It would be a relatively small 

14 percentage. 

15 Q. Could you define "relatively small"? 

16 A. I would estimate less than 5 percent. 

17 Q. And with respect to the patients that 

18 you and your colleagues see combined at Jupiter and 

19 St. Mary's Hospitals, what percentage of those 

20 patients would be Medicaid recipients? 

21 A. Again, you have to remember where we 

22 are. In our practice there is not — in the area 

23 where we are physically, there is not a large 

24 indigent population. 

25 I would guess that when we are at St. 

*** No 
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1 Mary's Hospital, being more of an inner city 

2 hospital, there is a higher indigent population at 

3 that area. But that's also a hospital where we're 

4 not real busy at. There are more Medicaid patients 

5 there, but still it's not a high number. 

6 Q. Could you give me just an estimate of 

7 the percentage? 

8 A. I would guess maybe that of the 

9 Medicaid patients we see at St. Mary's, maybe it's 

10 10 percent. 

11 Q. 10 percent? 

12 A. But again, that's 10 percent of a 

13 relatively small number. 

14 Q. I'm not familiar with this part of 

15 Florida, but where you have your office, that's 

16 basically an affluent area? 

17 A. Yes. 

18 Q. And also where the Jupiter Hospital is, 

19 is that considered a relatively affluent area? 

20 A. Yes, it is. 

21 Q. Do you have any experience prior to 

22 doing some work at St. Mary's which you said might 

23 be classified as more inner city, any personal 

24 experience working in an inner city health care 

25 facility? 

Page 96 

1 A. Yes, I have. 

2 Q. When would that have been? 

3 A. That would be more as I was an intern 

4 and resident and a fellow for the University of 

5 Arkansas because that was more of an inner city 

6 primary care hospital with a very large indigent 

7 population. 

8 Q. And that would have been back in 1980 

9 or so, in that period? 

10 A. Yes. 

11 Q. And for how many years, 1980 to 1982? 

12 A. Well, as I was a resident, an intern 

13 and on the faculty, probably for about eight to nine 

14 years, plus as a medical student with another four 

15 years, so I probably dealt with an inner city 

16 population probably for 12 to 13 years. 

17 Q. And do you recall what percentage of 

18 the patients there at the University of Arkansas 

19 facilities were Medicaid recipients? 

20 A. It would purely be a guess. 

21 Q. All right. We don't want you to guess. 

22 A. It would be a very high percentage, 

23 though. 

24 Q. High percentage. 

25 Have you done any analysis, Dr. 
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Whittle, of the sources of revenue in your private 
practice in terms of what percentage of the revenues 
might come from Medicaid patients, say, versus 
patients with private insurance versus patients who 
might pay their own bills out of their own 
resources? 

A. In general, yes. 

Q. Could you tell me, first of all, you 
said you would have roughly — well, if you could, 
tell me what percentage of patients are Medicaid 
recipients in your group practice. Would you say 
there was around 5 percent, less than 5 percent? 

A. It would be less than 5 percent, but 
how much less I really couldn't say. 

Q. All right. Just in round numbers, 
third party payors, people with private insurance, 
what percentage would that be? 

A. I can tell you more our Medicare 
percentage, and that's approximately 40 percent. 

Q. 40 percent, 

A. As far as a breakdown as to what 
percentage is Medicaid, what percentage is third 
party, what percentage is managed care, that I can 
relate. 

Q. So the last 55 percent would be 
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difficult to break out? 

a. Yes. 

Q. And how would the revenues break out in 
terms of the percentage of revenues that would come 
from, say, the 40 percent Medicare patients? 

A, As far as that's broken down, as far as 
revenues, I don't know. As far as the percentage of 
patients, it's approximately 30 percent. How that 
breaks down with revenue, I don't know. 

Q. At both Jupiter Hospital and St. Mary's 
Hospital, do they also have a high percentage of 
patients who are on Medicare? 

A. I would think so. 

Q. Just because of the population base in 
this part of Florida? 

A. Right. Because it's an affluent 
retired population to a large extent. 

Q. In your experience, do your Medicaid 
patients seek medical care less frequently than 
patients who have private health insurance? 

A, I don't know that I can say that 
because you have to realize the point at which we 
see patients. We see patients primarily who are 
either presenting at the hospital with acute 
problems. We don't see them if they haven't come to 
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the hospital. So our vision of that would be skewed 
dramatically because if they don't come to the 
hospital, then we may not see some of these people. 

Q. So you wouldn't be able to answer that 
question? 

A. No. 

Q. What percentage of your patients in 
your group practice are smokers? 

A. Active or past? 

Q. Active smokers, please. 

A. That's difficult to answer. I would 
estimate that probably overall in our group 60 to 70 
percent of what we see is related to coronary 
disease. And a lot of those people may be active 
smokers when they actually come in with a heart 
attack. But then that may change. 

So I can't give you an exact figure of 
what the exact — I would say because of the 
preponderance of coronary disease, that an extremely 
high percentage are either current or former 
smokers. But as far as breaking it down to whether 
they're current smokers, that I can't say. 

Q. Doctor, you are saying that because a 
certain percentage of your patient population 
presents with heart disease, that you are guessing 
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that there's an equal percentage who have a smoking 
history? 

MR. MIKHAIL: That's not what he said. 

THE WITNESS: That's not what I said. 

What I said was because of the high 
percentage of patients that we deal with with 
coronary disease — not heart disease, but 
with coronary disease -- then there is a very 
high percentage who are present or former 
smokers. 

BY MR. ANDRADE: 

Q. Do you know that in the medical 
records? 

A. I know it from my personal experience. 

Q. You don't have particular studies of 
your patient population to demonstrate that? 

A. I have not sat down and categorized 
that. However, from the patients that I deal with, 
and remembering the high percentage of those 
patients, overwhelmingly those patients were 
smokers, either former or current. 

Q. Now, your patient population would be 
covered by the broad term cardiovascular disease? 

A. That's correct. 

Q. Okay. So I'd like to ask the question 



MUDRICK, WITT, LEVY & CONSOR W.P.B. FL (561) 659-4155 

http://legacy.library.ucsf.edattifli/(ciprd!lp90/p(#w.industrydocuments.ucsf.edu/docs/tjjl0001 


Page 97 - Page 100 







JAMES L. LITTLE, M D. VOL 1 & 2 Condcnselt^TATE V AMERICAN TOBACCO 04-14-97 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


Page 101 

as to your entire patient population in your private 
group practice. Would you know what percentage of 
your patients are current smokers? 

A. As far as being current smokers, no. 

Q. Would you know what percentage of your 
patient population in your group private practice 
are former smokers? 

A. Again, I can't give you a specific 
number because I have not looked at that. However, 
from dealing with many of these patients over the 
years I can tell you, without question, that 
overwhelmingly those patients with coronary disease 
were former or current smokers. 

Q. You can tell me that because you have a 
general knowledge of their medical histories? 

A. Yes. 

Q. But you've done no study on your 
private practice population to ascertain that fact? 

A. The data is there if I wanted to go 
back and get it, because that's recorded on 
everyone's history and physical that I do. However, 
as far as have I gone back and looked at it for 
statistical analysis, I have not. 

Q. Do you know what percentage of your 
total patient population in your private group 
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1 practice are black? 

2 A. It would be a small percentage 

3 primarily because of where we live. 

4 Q. Small percentage being approximately? 

5 a. I would guess 10 percent or less. 

6 Q. With respect to the patient populations 

7 that you and your partners see at Jupiter and St. 

8 Mary's, would you know what percentage of the 

9 patients you see at those two hospitals are current 

10 smokers? f 

11 A. I can guess but I do not keep those 

12 statistics. And again, my educated guess would be 

13 that because of the preponderance that we see of 

14 coronary disease, overwhelmingly they are either 

15 current or former smokers. 

16 Q. Do you know that from taking medical 

17 histories? Are you basing that on your belief that 

18 a majority of the patients presenting with coronaiy 

19 heart disease have the disease as a result of their 

20 smoking? 

21 A. If you go back and look at my histories 

22 and physicals, it would be stated on virtually 100 

23 percent whether my patients smoke, so that is from 

24 my personal experience. 

25 Q. Do you know what percentage of the 
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patient population that you and your partners deal 
with at St. Mary's and Jupiter Hospitals are black? 

A. I don't know. If I may just make a 
comment, the policy of my partners and I is that we 
never want to know anyone's financial background or, 
obviously, racial we don't know until we see 
someone. But we are not concerned with that and 
that's why I cannot really specifically give you 
better numbers. 

Q, That's fine. I understand it may not 
be important for your practice; it may have some 
relevance to some of the issues in the case and 
that's why I'm asking you the questions. 

A. Right, 

Q. Not to suggest that you are delving 
into inappropriate information in any way. 

A. It's appropriate information but it's 
of no concern to us. 

Q. Okay, 

Doctor, of the patients that you do see 
who are Medicaid patients, to the extent that you 
have that information available, could you tell me 
how many would have required nursing home care? How 
many you might refer to nursing homes? 

A. That I can't answer. I don't know. 
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1 Q. You wouldn't be able to make an 

2 educated guess on that, whether it's a high 

3 percentage or a low percentage? 

4 A. No. I really couldn't guess. 

5 Q. Would you be able to respond as to 

6 whether it would be more or less frequent compared 

7 to your elderly population, your Medicare 

8 population? 

9 A. I really can't answer that. That's 

10 just something we don't keep track of. 

11 Q. Most of your patients are treated in 

12 the office or in one of the hospitals; is that 

13 correct? 

14 A. Probably equally in both places. 

15 Q. Do you find there is a trend to 

16 treating more people on an outpatient basis in the 

17 hospitals? 

18 A. Not necessarily. Again, because of 

19 what we do is when you take care of predominantly 

20 heart attacks and unstable angina and problems like 

21 that, by definition these people are going to be in 

22 the hospital. 

23 Some of the diagnostic procedures, yes, 

24 are leaning more toward the outpatient arena. But 

25 as far as we primarily take care of acute problems 
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and those are going to be more in-house. 

Q. Doctor, in your opinion is all 
cardiovascular disease caused by cigarette smoking? 

A, Not all cardiovascular disease. 

Q. Do you know what percentage of smokers 
do not develop cardiovascular disease? 

A. No, I do not. . 

Q. Would you knjw what percentage of 
smokers do not develop coronary heart disease 
specifically? 

A. Again, that would be how would you 
define "develop." Do you mean on autopsy studies? 
Do you mean on clinical events? Since many clinical 
events may be silent, so that's really a very, very 
difficult question to answer. And it depends upon 
how you define the presence of cardiovascular 
disease. 

Q. We are talking here about heart disease 
that has clinical manifestations. Do you know what 
percentage of smokers do not develop coronary heart 
disease with serious clinical manifestations? 

A. Depends on what do you mean by serious 
clinical manifestations. 

Q. Since you are the doctor, maybe you can 
explain to me what the literature means when they 
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talk about serious clinical manifestations. 

A. Here's the problem: For example, look 
at heart attack. If a patient has a heart attack, 
then, obviously, a majority of the time they will 
present to the hospital. However, you have to also 
remember maybe as much as 20 percent of heart 
attacks are silent and the patient may not be aware 
of that. 

So if a serious manifestation is a 
heart attack, and maybe only 20 percent of those the 
patient doesn't even realize has happened, it makes 
it difficult to answer that question. 

Q. Do you know what percentage of 
cigarette smokers never had a heart attack that's 
manifested — that is not a silent heart attack? 

A. Again, it depends upon if you base that 
upon autopsy studies, which would be the only 
definitive way of telling you, versus clinical 
studies which will not pick up all of those. 

Q, What would the percentage be based on 
autopsy studies? 

A. That I don't know. 

Q. You don't know. 

What would be the percentage based on 
those clinical studies? 



Page 107 

A. Again, I have not looked at it with 
regard to — from that aspect so I really can't 
answer that. 

Q. So you have no idea what percentage of 
smokers do not develop heart attacks that are either 
clinically diagnosed or diagnosed on autopsy? 

A. No, I don't. There may be studies 
available, but I'm not familiar with it. 

Q. You are not aware of that. All right. 

Same question for cardiovascular 
disease in general: Do you know what percentage of 
smokers do not develop cardiovascular disease in 
general? 

A. Again, cardiovascular disease in 
general is such a broad term, it's almost 
meaningless. 

Q. If we take severe atherosclerosis, do 
you know what percentage of smokers do not develop 
severe atherosclerosis? 

A. Again, I would have to know, is that 
based upon clinical studies or is that based upon 
autopsy studies? 

Q, What percentage of cigarette smokers 
never develop serious atherosclerosis based on 
autopsy studies? 
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A. Again, you have to define what is a 
cigarette smoker and for how long and how much. So 
you have so many variables. If there are studies 
done, I'm not familiar with those. 

Q, Doctor, don't the epidemiological 
studies that look at the development of 
atherosclerosis and attempt to correlate that with 
smoking history, do they look at duration of 
smoking? 

A. I would think so. 

Q, Do they look at amount smoked? 

A, I would think so. 

Q. Could you cite me any study in this 
area that we need to look at in greater detail that 
deals with the number or percentage — I should say 
percentage -- of smokers who do not develop severe 
atherosclerosis? 

A. I don't know the literature from that 
aspect to be able to answer that. 

Q. So as you sit here today you couldn't 
identify a single study that addresses this 
particular issue? 

A. I don't know if those studies — I just 
don't know if those studies are available, 

Q, You don't even know if they exist? 
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1 

a. That’s correct. 

l 

A. There are studies that I am familiar 

2 

Q. Do you know what percentage of smokers 

2 

with that have addressed the presence of 

3 

never develop atherosclerotic peripteral vascular 

3 

atherosclerosis in autopsy studies but whether or 

4 

disease? 

4 

not they were looked at purely from a smoking 

5 

A. Again, it would depend upon how you 

5 

viewpoint, that I don't know. 

6 

defined it, if you define it with autopsy studies or 

6 

Q. What studies would they be, Doctor? 

7 

clinical studies. 

7 

A. Again, I cannot remember the authors, 

8 

Q. Fine. Could you name me — cite one 

8 

but I know there were some autopsy studies done 

9 

study — and then we can talk about how we define 

9 

during both the Korean War and during Vietnam and 

10 

it -- can you cite one study for me that has 

10 

looking at young men who were killed in trauma; I 

11 

investigated the degree to which cigarette smokers 

11 

know the results of the Bogalusa Heart Study which 

12 

develop atherosclerotic peripheral vascular disease? 

12 

looked at this. I know specifically with relation 

13 

A. No, I cannot. 

13 

to obesity. But I don't know about smoking. Again, 

14 

Q. You can't, even on an autopsy study 

14 

that's not my area of expertise. 

15 

that has looked at this issue? 

15 

Q. So you are not sure if smoking was a 

16 

A. Again, as I mentioned earlier, I'm not 

16 

parameter that these studies investigated? 

17 

an epidemiologist, so I'm not really that familiar 

17 

A. Could you repeat that, please? 

18 

with the literature, particularly from that 

18 

Q. You are not — the studies that you 

19 

viewpoint. 

19 

have just cited, you are not sure if smoking was one 

20 

Q. Okay. Could you name any clinical 

20 

of the parameters or one of the factors that these 

21 

studies in this area? 

21 

studies that we're looking at? 

22 

A. That have looked at — 

22 

A. That's correct. 

23 

Q. That have looked at smokers and the 

23 

Q. Okay. Can I ask, the one regarding 

24 

development of atherosclerotic peripteral vascular 

24 

obesity, was there a correlation between obesity and 

25 

disease? 

25 

the development of atherosclerotic peripheral 
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1 

vascular disease? 

1 

Q. Excuse me. 

2 

A. There was a moderate correlation. 

2 

Can you name any studies, Doctor, that 

3 

Q. The correlation being the heavier one 

3 

have looked at the development of aortic aneurysms 

4 

is, the more likely one is to develop 

4 

in smokers that include data as to the percentage of 

5 

atherosclerotic peripteral disease? 

5 

smokers who do not develop aortic aneurysms? 

6 

A. Yes, but not to the degree that the 

6 

A. No, I cannot. 

7 

otter factors were. 

7 

Q. Do you know, if you look at the 

8 

Q. Factors other than smoking, since you 

8 

population of U.S. Medicaid patients, do you know 

9 

said that — 

9 

what percentage are smokers? 

10 

A. Factors as a part — 

10 

A. No, I ao not. 

11 

Q. — smoking was a part of those studies? 

11 

Q. Would you happen to know what 

12 

MR. MIKHAIL: Excuse me. 

12 

percentage of Medicaid recipients here in Florida 

13 

BY MR. ANDRADE: 

13 

are smokers? 

14 

Q. Excuse me? 

14 

A. No, I don't. 

15 

A. Factors other than obesity because 

15 

MR. ANDRADE: If v e can go off the 

16 

that's what you specifically asked me. 

16 

record to change the tape. Do you want to 

17 

Q. All right. But I thought I asked you 

17 

break now? 

18 

also if smoking was part of those studies and you 

18 

MR. MIKHAIL: Are you in a flow of 

19 

said that it was not a parameter that they also 

19 

questions or is it a good time to take a 

20 

looked at in those studies? 

20 

five-minute break? 

21 

A. The talk that I heard this at, at the 

21 

(Thereupon, a recess was taken.) 

22 

American College of Cardiology a few weeks ago, was 

22 

MR. ANDRADE: We're back on the record. 

23 

this -- the specific topic here was related to 

23 

BY MR. ANDRADE: 

24 

obesity. And so the otter things were not really 

24 

Q. Dr. Whittle, I wanted to ask you a 

25 

addressed in that specific topic. 

25 

couple of questions to clarify what we were talking 

*** Nol 
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about before the break. 

You mentioned that the risk factors for 
cardiovascular disease are the same for the black 
population as they were for the white population, or 
I guess for that matter, any population; is that 
correct? 

A. Again, you are getting the specifics 
and the epidemiology ihat I cannot specifically 
address. 

Q. All I'm asking is that if hypertension 
is a risk factor for cardiovascular disease, then it 
would be so regardless of race? 

A. That's correct. 

Q. Isn't it true that there is a 
difference in the seriousness or magnitude of risk 
factors between races? 

A. You need to define that a little bit. 

Do you mean in the frequency or in the effect — are 
you saying, is the frequency different in one 
particular population or are you saying that a risk 
factor has more effect in a certain population? You 
need to define that a little more clearly. 

Q. I'm asking if it's true that the 
frequency of a risk factor of cardiovascular disease 
can differ between races? 
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A. It can and it may. But again. I'm not 
familiar with that exact epidemiologic study. 

Q. Are you aware, for instance, ihat high 
blood pressure is more prevalent, say, in the black 
population as opposed to the white population? 

A. That's correct. 

Q. So, in that case hypertension would be 
a risk factor for both populations, correct? 

A. Yes. 

Q. But it would be of a greater frequency 
and perhaps therefore a greater concern among the 
black population? 

A. Again, I don't know the frequencies 
enough to really be able to really comment on that. 

Q, I think we'll probably talk about that 
a little bit later, but just assuming that there is 
literature that establishes that high blood pressure 
is more frequent in blacks than whites, say two to 
five times more frequent in black males than white 
males, then that would also be a factor that one 
would have to take into consideration in evaluating 
risk factors and possible causes for heart disease 
in a black male as opposed to a white male; is that 
correct? 

A. Again, but you would have to look at it 
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in conjunction with other risk factors as well. 

Q. Sure. You would have to take the one 
black male we're talking about, realize that blood 
pressure as a risk factor for that population is 
greater than it would be, say, in a white male. But 
you would also want to know what other risk factors 
are in that individual black male's background as 
well, I suppose? 

A. Exactly. 

Q. You would want to know what his weight 
was? 

A. If he smoked. 

Q. If he smoked, if he had high 
cholesterol, if he had diabetes and so on; is that 
correct? 

A. That's correct. 

Q. Thank you. 

You talked briefly about an autopsy 
study on Korean War veterans where they looked at 
the development of atherosclerotic peripheral 
vascular disease. Would the average age of the 
Korean War veterans be, say, somewhere in the 
twenties? 

A. I would make two comments: One is the 
question that you made, it was related to peripheral 
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vascular disease. The studies that were done that 
I'm a little bit more familiar with were more with 
relation to coronary disease although the aortas 
were looked at as well. 

As far as the mean age, my suspicion 
would be that the mean age of the Korean War 
veterans was slightly older, probably, than the 
Vietnam veterans. 

Q. And approximately what age range? 

A. We're still talking about twenties. 

Q. So it's still relatively young men? 

A. Yes. 

Q. And yet even at that early age there 
was a finding that the coronary arteries exhibited 
atherosclerotic changes? 

A. That's correct. 

Q, And in some cases, I guess when one 
looks at obesity you said that there was significant 
atherosclerotic changes ~ 

A. Right. 

Q. — in their coronary arteries? 

A. Right. 

Q. Thank you. 

I want to ask you a few questions about 
Florida Medicaid recipients. Dr. Whittle. Doctor, 
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in your opinion would it be fair to attribute all 
health and medical care costs for all injuries to 
one's smoking? If you had a Medicaid recipient who 
smoked, would it be fair to attribute all of their 
health care costs to their smoking? 

MR. MIKHAIL: i'm going to object to 
the form. That's not the area of his 
expertise. I'll object only to the form. 

Answer it, if you can. 

BY MR. ANDRADE: 

Q. Let me try to rephrase it, if I can, 
because that was a long question. 

Would the health care costs of a 
gunshot wound in a Medicare recipient who smokes be 
attributed to their smoking? 

A. I wouldn't think so. 

Q. Would the health care costs for a 
broken leg from simply falling down some stairs in a 
smoker who is a Medicaid recipient, would those — 
should those costs be attributed to smoking? 

A. I wouldn't think so. 

Q. In those cases assuming that the smoker 
didn't have a cigarette anywhere near him, you know, 
one couldn't attribute the cost of those types of 
injuries to that Medicaid recipient smoking, could 
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MR. MIKHAIL: I have a continuing 
objection as to form. I have already 
excluded Dr. Whittle as an expert in health 
care costs and the assessment of health care 
costs earlier, but when you continued with 
your line of questioning, I object to the 
continuing of this line of questions. 

MR. ANDRADE: All right, if I can, 

Mr. Mikhail, Dr. Whittle's statement does say 
that furthermore he will describe the 
diagnosis and treatment of these conditions 
and ordinary costs associated with same. And 
I just want to have the record clear that 
associated costs with same, that is with 
cardiovascular disease, would not include the 
medical health care costs associated with any 
other injury that the individual smoker might 
incur. 

THE WITNESS: Again, the only thing 
that I can testify about is about the cost of 
the particular cardiovascular problems. 

That's really all that I can really comment 
on because that's all that I'm really 
familiar with. 
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1 

MR. ANDRADE: All right. 

1 

MR. mikhail: Go ahead. You need to 

2 

, MR. MIKHAIL: The statement was not 

2 

clarify that. 

3 

intended to mean that he's going to testify 

3 

MR. ANDRADE: -- about where we are. 

4 

about the ordinary costs associated with 

4 

MR. MIKHAIL: l don't want to get into 

5 

cardiovascular disease as a percentage of 

5 

an area of assessment of health care costs 

6 

damages or health care costs and expenditures 

6 

because that's not what he's offered for. 

7 

by the State of Florida. That's not what 

7 

MR. ANDRADE: That's fine. 

8 

this means. 

8 

BY MR. ANDRADE: 

9 

That's talking about ordinary costs 

9 

Q. So, Dr. Whittle, if we had a smoker who 

10 

associated with the treatment and conditions 

10 

receives Medicaid, is there any way, if we know of 

11 

of cardiovascular disease which is his 

11 

nothing else except the fact that the individual is 

12 

specialty and his experience. 

12 

a smoker and receives Medicaid, is there any way we 

13 

BY MR. ANDRADE: 

13 

can legitimately allocate health care costs, you 

14 

Q. Doctor - 

14 

know, to the individual's smoking? 

15 

MR, MIKHAIL: I just want to make sure 

15 

MR. MIKHAIL: Same objection. 

16 

the record is clear. You yourself excluded 

16 

THE WITNESS: I don't think I'm really 

17 

him as an expert in health care costs. 

17 

a person who should be answering that 

18 

MR. ANDRADE: Yes. I recall that 

18 

question. 

19 

Dr. Whittle stated that he wouldn't hold 

19 

BY MR. ANDRADE: 

20 

himself out as an expert and wouldn't offer 

20 

Q. But as a matter of a physician who has 

21 

opinions in those areas. Because their 

21 

some knowledge of smoke associated claims, injuries, 

22 

expert disclosure statement — there's about 

22 

and claims such as shotgun wounds or broken legs or 

23 

three sentences in one paragraph and I just 

23 

exotic diseases or for that matter common diseases 

24 

would like to ask a couple of questions so 

24 

that have no association with cigarette smoking, as 

25 

that I'm comfortable -- 

25 

a physician who knows something about those diseases 
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1 

that are associated with cigarette smoking, you 

l 

attempting to conduct any type of statistical 

2 

would agree with me that there are injuries and 

2 

analysis regarding health care costs attributable to 

3 

illnesses that would have nothing to do with one's 

3 

their smoking? 

4 

smoking; is that correct? 

4 

MR. MIKHAIL: Same objection. 

5 

A. That's correct. 

5 

THE WITNESS: Again, I'm a practitioner 

6 

Q. And therefore in one individual who is 

6 

and I take care of patients. This is really 

7 

a Medicaid recipient and who smokes, those kinds of 

7 

outside of my area that I should be 

8 

injuries that aren't associated with smoking 

8 

addressing. 

9 

shouldn't be cost attributed to the individual 

9 

BY MR. ANDRADE: 

10 

smoking, should they? 

10 

Q. Maybe I can short cut this. Doctor, 

11 

MR. MIKHAIL: Same objection. 

11 

are you going to offer any opinions at trial about 

12 

THE WITNESS: Again, I'm not the 

12 

health care costs associated with Medicaid 

13 

person — that's not my area of expertise and 

13 

recipients? 

14 

it's something, quite honestly, I'm not 

14 

A. Only as related to cardiovascular 

15 

involved with and have not really even 

15 

disease. 

16 

considered. 

16 

Q. Don't you think it would be important 

17 

BY MR. ANDRADE: 

17 

to have information, say, on disease incidence in 

18 

Q. Okay. 

18 

the Florida medical — in the Florida Medicaid 

19 

Do you have any personal knowledge of 

19 

population regarding cardiovascular disease before 

20 

the demographic characteristics of Medicaid patients 

20 

one can begin to attribute Medicaid costs to smoking 

21 

in Florida versus any other state? 

21 

in those individuals? 

22 

A. No, I do not. 

22 

A. Again, I'm a clinical practitioner and 

23 

Q. Would you agree that it would be 

23 

I need to stay in that arena. You are getting 

24 

important to have information about the demographics 

24 

really outside of my area of expertise. 

25 

of the Medicaid population in Florida before 

25 

Q. Doctor, are you going to offer any 

*** No 
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l 

opinions at trial regarding the health care costs 

1 

THE WITNESS: I have to answer that in 

2 

for Medicaid recipients mat are related to 

2 

this fashion: If I were asked what is the 

3 

cardiovascular disease? 

3 

cost of doing coronary angiography, taking 

4 

A. Let me say it in this fashion. 

4 

care of a heart attack, doing a bypass 

5 

Q. Well, I think that's — with all due 

5 

surgery on a patient who is a Medicaid 

6 

respect. I'm going to cut you off, Doctor because I 

6 

recipient, that I can answer. But as far as 

7 

would like to have an answer to that question first 

7 

looking at any other cost analysis, something 

8 

and then you can explain. 

8 

like that, the answer would be no. 

9 

MR. MIKHAIL: Can you repeat the 

9 

BY MR. ANDRADE: 

10 

question for him? 

10 

Q. Would those costs be different from a 

11 

MR. ANDRADE: Iwishlcould. 

11 

Medicaid recipient than they would be, say, for a 

12 

Could we have it read back, please, 

12 

Medicare patient? 

13 

Nancy (sic). 

13 

A. Coronary disease is coronary disease 

14 

THE COURT REPORTER: Can we go off the 

14 

regardless of who it occurs in. 

15 

record so that I can find it? 

15 

Q. So the costs wouldn't differ between a 

16 

MR. ANDRADE: Sure. 

16 

Medicaid patient who required that procedure and a 

17 

(Thereupon, the requested portion of 

17 

Medicare patient? 

18 

the record was read by the court reporter.) 

18 

A. I would not - if you had two patients 

19 

MR. MIKHAIL: Could you read it while 

19 

who are the same except for their economic level. 

20 

it was on the record again, please. 

20 

with exactly the same problems, with exactly the 

21 

THE COURT REPORTER: "Are you going to 

21 

same operation, with exactly the same things done. 

22 

offer any opinions at trial regarding 

22 

the costs should be the same. 

23 

the health care costs for Medicaid 

23 

Q. Your testimony basically will be what 

24 

recipients that are related to 

24 

various components of treating cardiovascular 

25 

cardiovascular disease?" 

25 

disease would cost regardless of who the patient 
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1 was? 1 way of comparing the difference in the rates of a 

2 A. That's correct. 2 particular disease in a population that's exposed to 

3 Q. You are not going to offer any 3 the rates of the disease in a population that is 

4 testimony at trial on the so-called Miller model? 4 unexposed to the agent in question. So in this 

5 Are you aware of what the "Miller Model" is? 5 context the agent would be cigarette smoke for many 

6 A. I have never heard the term. 6 of the questions that I'll ask. 

7 Q. Then I guess it's safe to say you 7 So let me repeat the question: What is 

8 wouldn't be offering any expert opinions on that at 8 the relative risk of coronary heart disease in 

9 trial? 9 cigarette smokers? 

10 A. That's very safe. 10 A. Basically, what you are saying is: Is 

11 Q. Dr. Whittle, could you tell me what the 11 there a greater risk of coronary disease among 

12 relative risk for coronary heart disease is in 12 smokers than nonsmokers. Is that what you are 

13 smokers? 13 asking - 

14 A, I don't quite understand your question. 14 Q. I'm asking what is that number? What 

15 Q. Have you ever heard the term "relative 15 is the relative risk for coronary heart disease in 

16 risk"? 16 smokers? 

17 A. I need to get you to define that. 17 MR. MIKHAIL: Do you understand the 

18 Q. Let me ask, have you heard the term 18 question? 

19 "relative risk" before? 19 THE WITNESS: I'm not sure I quite do. 

20 A, I may have. Do you mean what is the 20 If what you are saying is, is I cannot give 

21 risk of smoking compared to other risk factors? 21 you an exact number, but if you are saying is 

22 Q. Doctor, let me represent that relative 22 a person who smokes at greater risk of 

23 risk is a term used in virtually all epidemiological 23 developing coronary disease than someone who 

24 studies in the area of smoking and health, okay. 24 does not smoke, is that what you are asking? 

I'm using the term relative risk as a 25 
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BY MR. ANDRADE: 1 

Q. — Dr. Whittle, you are aware, are you 2 

not, that there are epidemiological studies going 3 

back for many decades that compare the risk of a 4 

cardiovascular disease, and in this case 5 

specifically coronary heart disease, in smokers 6 

versus nonsmokers? Are you aware of those studies? 7 
A. Again, I'm not an epidemiologist, but I 8 

may be vaguely aware. 9 

Q. Can you cite me even one study that has 10 

investigated what the relative risk of coronary 11 

heart disease is in smokers versus nonsmokers? 12 

A, No, I cannot. 13 

Q. So you wouldn't know in that — if the 14 

risks reported in the scientific literature are 15 

large risks or small risks? 16 

A. If I may say it -- answer that in this 17 

fashion. 18 

Q. If you would kindly answer the question 19 

and if you want to explain, that's fine. 20 

A. Then the question needs to be clearer. 21 

Q. Do you have any knowledge of the 22 

magnitude of the risk for coronary heart disease for 23 
smokers versus nonsmokers? 24 

A. In my experience or the literature? 25 

*** Notes 
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Q. Based on the scientific literature. 

A. On scientific literature, no. From my 
personal experience, yes. 

Q. Do you know what the relative risk is 
for, say, cerebrovascular disease and stroke in 
smokers compared to nonsmokers? 

A. In the literature or experience? 

Q. Based on the medical and scientific 
literature in this area. 

A. No, I do not. 

Q. Do you have — can you tell me what the 
relative risk is for peripheral- vascular disease as 
reported in the scientific literature for smokers 
versus nonsmokers? 

A. In my personal experience, yes, but not 
in literature. 

Q. What would you estimate, based on your 
personal experience, what would you estimate the 
relative risk for coronary heart disease to be in 
smokers versus nonsmokers? 

A. I cannot give you it percentagewise, 
but from my clinical experience it would be that it 
would be a much greater risk among smokers. 

Q. Can you quantify that in terms of a 
relative risk as I defined it earlier in your 
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1 deposition? 

2 A, Again, I can tell you in broad concepts 

3 of my clinical impression, but as far as going back 

4 and putting that numerically, I cannot. Given the 

5 amount of time and the ability to review all of 

6 those records, I can certainly do so because all 

7 that information is available. But based upon my 

8 clinical experience, it would be a greatly increased 

9 risk from smoking. 

10 MR. MIKHAIL: So the record is clear, 

11 we are not offering to do that. 

12 THE WITNESS: Yes. 

13 BY MR. ANDRADE: 

14 Q, You say "greatly." Can you quantify 

15 that? 

16 A. No, I cannot. 

17 Q. I would imagine that you couldn't 

18 quantify based upon your personal experience -- let 

19 me rephrase that, please. 

20 Could you quantify based on your 

21 personal experience what the relative risk is for 

22 peripheral vascular disease in smokers compared to 

23 nonsmokers? 

24 A. Again, you have to look at it from the 

25 viewpoint that I see patients. When I see patients. 

Page 130 

1 they already have a problem, and so there may be 

2 other people who are not aware of having a problem. 

3 So my results may, perhaps, be a little bit 

4 different but that's really an impossible question 

5 for me to answer. 

6 Q. Can you tell me what the Surgeon 

7 General said was the relative risk for coronary 

8 heart disease in smokers compared to nonsmokers? 

9 A. I don't recall those exact numbers. 

10 Q. Can you recall what the Surgeon General 

11 said about the relative risk for cerebrovascular 

12 disease and stroke in smokers compared to 

13 nonsmokers? 

14 A. I don't recall those exact numbers. 

15 Q. Okay. 

16 How about the same question for 

17 peripheral vascular disease and Buerger's disease, 

18 do you know what the Surgeon General reported as the 

19 relative risk in smokers for those diseases as 

20 compared to nonsmokers? 

21 A. Again, I don't have those exact 

22 numbers. 

23 Q. Can you give me a range he may have 

24 reported for any of those diseases? 

25 A. As I mentioned to you, my testimony is 

*** Notes *** 

Page 131 

1 not based on that document and I don't recall the 

2 specifics enough to really be able to address that. 

3 Q. So your testimony that smokers have an 

4 increased risk for cardiovascular disease is based 

5 exclusively on your clinical experience? 

6 MR. MIKHAIL: I object to the form. 

7 BY MR. ANDRADE: 

8 Q. Let me ask, is your testimony in this 

9 case regarding the increased risk of various forms 

10 of cardiovascular disease for smokers versus 

11 nonsmokers based on your clinical experience? 

12 A. It is based on my clinical experience 

13 and in articles that I read or in parts of books. 

14 These may be footnoted and I have not gone back and 

15 looked at specific references. But both from my 

16 knowledge from what's been written in text and 

17 articles as well as my clinical experience, I would 

18 base it upon that. 

19 Q. As we sit here today, can you name one 

20 specific article that supports your opinion? 

21 MR. MKHAIL: We've been over that, 

22 Tony, several times. 

23 MR. ANDRADE: It's very difficult for 

24 me to cross-examine a witness on medical and 

25 scientific literature if he can't identify 

Page 132 

1 what articles he's relying on. 

2 If Dr. Whittle is willing to stipulate 

3 that he's not relying on any specific 

4 articles or he's not relying on the medical 

5 and scientific literature but he's relying on 

6 some experience, then I would -- I'll be glad 

7 to abandon this line of questioning. 

8 MR. MIKHAIL: I don't think it's a 

9 matter of what we would stipulate to and what 

10 we wouldn't stipulate to. He's testified all 

11 morning that his experience is based not only 

12 on his treatment but also on his regular 

13 review of literature and textbooks as a part 

14 of him delivering his treatment in his 

15 practice. 

16 That's an important component of him 

17 being able to treat and diagnose patients. 

18 But what you are trying to do now — and I 

19 understand it and it's fair. I'm not saying 

20 it's unfair — you're trying to have him 

21 specifically name a particular study or 

22 textbook and I think he's said over and over 

23 again that he can't recall anything specific. 

24 That does not necessarily mean that he's not 

25 relying on any scientific or medical 
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1 literature in general. 

2 That's all I'm saying. Because it's 

3 been asked as to whether he can name a 

4 specific one and I think we would stipulate 

5 that he can't name one right now but that 

6 doesn't mean he's not relying on it. 

7 BY MR. ANDRADE: 

8 Q. Let me ask you a few more questions in 

9 this area, Dr. Whittle. Can you identify any 

10 specific piece of medical or scientific literature 

11 in the area of cigarette smoking and the molecular 

12 and cellular biological mechanism of cardiovascular 

13 disease? 

14 A. If you gave me the time, I could. 

15 Q. I'll give you a minute. 

16 A. I don't have a medical library here. 

17 Q. Well, as you sit here today - I'm not 

18 talking about going away and doing research. You 

19 have offered opinions in this case and I'm trying to 

20 ascertain what the bases of those opinions are 

21 including any literature that you might be 

22 specifically relying on. And to many of my 

23 questions you are responding that you have a general 

24 recollection but can't provide me with any specific 

25 articles that I can question you about. 

Page 134 

1 So is the answer no, that as you sit 

2 here today you couldn't identify one medical or 

3 scientific article addressing the possible 

4 biological mechanisms of the development of 

5 cardiovascular disease? 

6 MR. MIKHAIL: Upon which he is relying, 

7 not that he cannot identify any? 

8 BY MR. ANDRADE: 

9 Q. Well, if you could identify any that 

10 would be of interest to me as well? 

11 A. Do you recall what's on page 4 of the 

12 New York Times yesterday? 

13 Q. Doctor, with all due respect. I'd like 

14 an answer to my question. 

15 A. No, no. But that's the whole issue, is 

16 that you have read and I've read and I may not be 

17 able to specifically delineate where that was. If 

18 you would like for me to go back and do that, I 

19 would be happy to do so. 

20 Q. The issue is that you are being held up 

21 as an expert in the field of cardiovascular disease. 

22 Let me ask. Dr. Whittle, do you think that an expert 

23 witness in any field should have a basic command of 

24 the medical and scientific literature in that field? 

25 A. I am an expert in cardiovascular 

*** Not 
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1 disease; I am not an expert in cardiovascular 

2 epidemiology. And what you are asking me about is 

3 more related to cardiovascular epidemiology. 

4 Q. Isn't cardiovascular disease 

5 epidemiology part of the field of cardiovascular 

6 disease? 

7 A. It is a small part of it. 

8 Q. Isn't it a part of the knowledge upon 

9 which experts base their opinions? 

10 A. In part. 

11 Q. Wouldn't research into cardiovascular 

12 disease also be part of what an expert would base 

13 his or her knowledge on? 

14 A. Again you have to — that depends upon 

15 what type of cardiovascular medicine you are 

16 practicing. If you are practicing being out there 

17 taking care of heart attacks and things like this, 

18 yes, mat's important. But that is not the 

19 overwhelming thing that you are doing on a 

20 day-to-day basis. 

21 Q. I understand that you are basing much 

22 of your testimony on clinical experience, but I have 

23 a couple of questions in the literature and I just 

24 need a yes-or-no answer. As we sit here today, can 

25 you identify any medical or scientific study 
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1 investigating the biological mechanisms of 

2 cardiovascular disease? Yes or no, Doctor. 

3 MR. MIKHAIL: You can answer yes or no 

4 then explain. But as you sit here today. 

5 THE WITNESS: Yes. 

6 BY MR. ANDRADE: 

7 Q. Can you name that or can you identify 

8 that article for me, please? 

9 A. I can give you the author and the 

10 journal, but no, I can't give you the page. 

11 Q. That would be fine. 

12 A. But again, though, the question you 

13 just asked me was not related to tobacco but was 

14 related to cardiovascular mechanisms and that's a 

15 different question. 

16 Q. Well, let's finish your answer and move 

17 that it be struck as being nonresponsive. 

18 Let me ask the question again and, 

19 Doctor, Mr. Mikhail will tell you that the format 

20 here is that I get to ask the questions and you may 

21 respond. 

22 Now, I'm trying to be very patient and 

23 formulate my questions in a way to get an answer to 

24 them, and you certainly may explain the answer after 

25 you give it. And certainly I've been liberal in 
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allowing you to do so. 

I just have a couple of simple 
questions, and please don't tiy to predict what my 
next question might be. I think we can find this 
area out in about five or six questions if you will 
please listen and try to respond. 

MR. Mikhail: I do want to object to 
the inference that Dr. Whittle somehow is not 
answering your questions. He's sat patiently 
himself here for three hours and has been 
very forthcoming in answering the questions 
that you have asked him. 

To your credit, you've been very 
liberal and patient and polite, too, and we 
appreciate that. But why don't we just ~ 
you ask your questions, and, Dr. Whittle, 
just refrain from asking him questions. To 
the best of your ability try to answer the 
questions that you can — 

THE WITNESS: Okay. 

MR. MIKHAIL: - and let's go from 
here. 

MR. ANDRADE: Thank you. 

BY MR. ANDRADE: 

Q. As we sit here today, can you cite one 
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scientific or medical article investigating the 
biological mechanisms of cardiovascular disease? 

A. I have to say, the question is so 
poorly worded - 

Q. Dr. Whittle, it's a very precise 
question. Yes or no? 

A. No, it's not, because what you are 
saying is cardiovascular disease, and that 
encompasses a great number of things. If you are 
talking about coronary disease, that's a different 
matter. 

Q. Dr. Whittle, I'm going to say it one 
more time. Now, I'm trying to be patient. I have 
asked the question intentionally in a general way. 

If you can answer it, please answer it; if you 
cannot, say, "I cannot." 

MR. MIKHAIL: That's what he just told 

you: He can't answer it the way it is asked. 

BY MR. ANDRADE: 

Q. So you are saying that you don't know 
of any article -- you cannot cite any article here 
today investigating the biological mechanisms of 
cardiovascular disease? 

A. (No response.) 

Q. Doctor, is atherosclerosis thought to 
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be an underlying condition that leads to many forms 
of cardiovascular disease? 

A. Yes. 

Q. Can you, as we sit here today, identify 
one article that investigates the biological 
mechanisms of atherosclerosis? 

A. Do you want specific page numbers? Do 
you want specific articles? 

Q. I said articles. 

A. What do you want? 

Q. An author or the name of an article. 

A. I can give you authors. 

Q. List them, please. 

A. Valentin Fuster, James Willerson. 

Probably Fuster more so than anybody. 

Q. And could you summarize the results of 
their research? 

A. Again, the research has been so 
multifaceted, I can't do that. 

Q. Can you name,' as we sit here today, one 
article that has investigated cigarette smoke as a 
possible biological mechanism for the development of 
coronary heart disease. 

A. No, I cannot. 

Q, Could you name one article today 
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investigating cigarette smoke and any possible 
biological mechanism regarding peripheral vascular 
disease? 

A. No, I cannot. 

Q. All right. Same question for stroke. 

A. No, I cannot. 

Q. And same question for coronary heart 
disease? 

A. No, I cannot. 

MR. MIKHAIL: It got better when they 

were divided up. 

MR. ANDRADE: Well, I was hoping to 

start from the general and go to the more 

specific, but — 

BY MR. ANDRADE: 

Q. Dr. Whittle, what specific constituents 
of cigarette smoke, in your opinion, are related to 
the development of cardiovascular disease in 
general? 

A. That's a question I'm not really 
qualified to answer. 

Q. Do you know if the medical and 
scientific literature have identified compounds and 
reported them to be related to the — cigarette 
smoke compounds -- and reported them to be related 
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1 to the development of cardiovascular disease in l 

2 general? 2 

3 A. Again, that's outside my area of 3 

4 expertise. 4 

5 Q, Will you be offering any opinions at 5 

6 trial regarding any specific cigarette smoke 6 

7 components? 7 

8 A. No, I will not. 8 

9 Q. Okay. So you will not be discussing at 9 

10 trial the role of any cigarette smoke component or 10 

11 constituent in the possible development of 11 

12 cardiovascular disease? 12 

13 A. That's correct. 13 

14 Q. Do you know if cigarette smoke is a 14 

15 compound or — excuse me -- is a complex mixture, 15 

16 Dr. Whittle? 16 

17 A. Again, you are getting into areas that 17 

18 are outside my area of expertise. 18 

19 MR. MIKHAIL: I want to object to the 19 

20 form, to a complex mixture. I don't know 20 

21 what that means and I don't know if he knows 21 

22 what that means. 22 

23 BY MR. ANDRADE: 23 

24 Q. Do you know how many individual 24 

25 constituents or chemical compounds are in cigarette 25 
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1 smoke? 

2 A. No, I don't. 

3 Q. And can you identify any constituents 

4 of cigarette smoke that have been related in the 

5 medical or scientific literature as possibly being 

6 causes of cardiovascular disease? 

7 A. Again, I'm not familiar with that 

8 literature. 

9 Q. All right. 

or 10 In your opinion, should an expert 

11 witness in the area of smoking and cardiovascular 

12 disease have a basic command of the medical and 

13 scientific literature in that field? 

14 MR. MIKHAIL: In what field? 

are, 15 BY MR. ANDRADE: 

16 Q. Smoking and cardiovascular disease. 

17 A. But in what smaller area? I mean, 

18 that's a very broad area. That would encompass the 

19 biochemical aspects, the epidemiological aspects, so 

20 there's a lot of factors. 

ws 21 Q. Let's start with epidemiology. Would 

22 you expect an expert in the field of smoking and 

23 cardiovascular disease to have a basic command of 

24 the epidemiology in that field? 

ette 25 A. Again, it depends upon who you are 

5 ^ 
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looking at. If - I'm a clinical cardiologist. I 

l 

Page 144 

tobacco smoke and the results of those experiments 

2 

am not an epidemiologist. If I were an 

2 

would be important information for an expert to have 

3 

epidemiologist who was particularly concerned with 

3 

in the field of smoking and cardiovascular disease? 

4 

that, yes, I would have to be, but that's not what I 

4 

MR. mikhail: object to the form. 

5 

am. 

5 

THE WITNESS: Again, all I can address 

6 

Q. Do you think the information in the 

6 

is with regard to being a clinical 

7 

body of epidemiology literature, in the field of 

7 

cardiologist an intimate knowledge of that 

8 

smoke and cardiovascular disease, would be important 

8 

data is not necessary. 

9 

information to an expert who is relying on clinical 

9 

BY MR. ANDRADE: 

10 

expertise? 

10 

Q. Is it fair to say that in offering 

11 

A. I think an intimate knowledge of the 

11 

expert opinions in this case you are relying 

12 

literature is not necessary. 

12 

predominantly on your clinical experience? 

A. That's correct. 

13 

Q. Do you think a basic command of the 

13 

14 

literature is necessary? 

14 

Q. Are you relying exclusively on your 

15 

MR. mikhail: object to the form. 

15 

clinical experience? 

16 

"Basic command," I'm not sure what that means 

16 

A. No. 

17 

but you can try to answer it. 

17 

Q. Are you relying on any specific medical 

18 

THE WITNESS: Again, I don't think so. 

18 

or scientific studies in the field of smoking and 

19 

Not as a — I'm testifying as a clinical 

19 

cardiovascular disease? 

20 

cardiologist not as an epidemiologist or a 

20 

A. There is a body that I have read over 

21 

biochemist. That's different. 

21 

the years, but exactly what those were I cannot 

22 

BY MR. ANDRADE: 

22 

specifically quote. 

23 

Q. Do you think, Doctor, that a basic 

23 

Q. Do you intend on relying on any 

24 

understanding of the toxicology literature, that is, 

24 

specific study? 

25 

the literature exposing animals to threshold of 

25 

MR. MIKHAIL: I'm going to object. 


*** Notes 

*** 


Page 141 - Page 144 


MUDRICK, WITT, LEVY & CONSOR WJP.B. FL (561) 659-4155 


ittp://legacy.library.ucsf.edattifli/(ciprd!lp90/p(#w.industrydocuments.ucsf.edu/docs/tjjl0001 






* ^ STATE V AMERICAN TOBACCO 04-14-97Coodcnsclt * JAMES L. LITTLE, M.D. VOL 1 & 2 



Page 145 


Page 146 

1 

We're beating a dead horse. This has been 

l 

factor is an agent or exposure that is statistically 

2 

asked and answered many, many times. 

2 

associated with the development of a particular 

3 

MR. ANDRADE: Objection is noted. 

3 

health end point? 

4 

BY MR. ANDRADE: 

4 

A. Yes. 

5 

Q. Do you intend on relying on any 

5 

Q, Do you view cigarette smoking as a risk 

6 

specific scientific or medical study in the field of 

6 

factor for cardiovascular disease? 

7 

smoking and cardiovascular disease and giving your 

7 

A. Again, you have to define 

8 

expert opinions in this case? 

8 

"cardiovascular disease." If you are referring to 

9 

A. No, I do not. 

9 

peripheral vascular disease and coronary heart 

10 

MR. MIKHAIL: what time do you all plan 

10 

disease, yes. 

11 

to break for lunch? 

11 

Q. Do you view cigarette smoking as a risk 

12 

MR. ANDRADE, if we go another ten 

12 

factor for stroke? 

13 

minutes or so, would that be acceptable? 

13 

A. Yes. 

14 

MR. MIKHAIL: That would be fine. I 

14 

Q. And by "risk factor" do you mean cause 

15 

just wanted to know where you were. 

15 

or do you mean that cigarette smoking is 

16 

BY MR. ANDRADE: 

16 

statistically associated with an increased incidence 

17 

Q. Doctor, what does the term "risk 

17 

of stroke? 

18 

factor" mean? 

18 

a. Could you ask that again, please? 

19 

A. Risk factor, to me, means a factor that 

19 

Q. Sure. When you use the term "risk 

20 

would be responsible for the development of a 

20 

factor," do you use it to mean that the agent is 

21 

particular problem. 

21 

associated with a statistically significant increase 

22 

Q. Can you define what you mean by 

22 

in the incidence of the disease? 

23 

"responsible"? 

23 

A. Yes. 

24 

A. Causes. 

24 

Q. Do you use the term risk factor to mean 

25 

Q. Causes. Do you agree that a risk 

25 

that die agent causes, biologically causes, the 
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1 

disease? 

1 

Q. All right. You would prefer not to use 

2 

MR. mdchail: Those are two questions. 

2 

the term "cause" when we speak of chronic diseases? 

3 

I object to the form. 

3 

A. I didn't say that. 

4 

BY MR. ANDRADE: 

4 

Q. I'm asking the question. Do you think 

5 

Q. Do you use the term risk factor to mean 

5 

the word "cause" is applicable with respect to 

6 

that the agent biologically causes the disease? 

6 

chronic diseases? 

7 

A. Yes. 

7 

A. For some chronic diseases, yes. 

8 

Q. So you made no distinction between the 

8 

Q. All right. 

9 

term "risk factor" and "cause"? 

9 

For cardiovascular diseases, generally 

10 

A. That's correct. 

10 

speaking, when you use the term "cause" would you 

11 

Q. Is it your understanding that the 

11 

consider hypertension to be a cause of 

12 

medical and scientific literature makes a 

12 

cardiovascular disease? 

13 

distinction between use of the term risk factor and 

13 

A. In part, yes. 

14 

cause? 

14 

Q. Okay. Would you consider to be -- for 

15 

A. "Cause" is not a word that is used 

15 

obesity to be considered a cause for cardiovascular 

16 

commonly in the medical literature. Cause, to me, 

16 

disease? 

17 

implies that you know the exact molecular reason in 

17 

A. For some types of cardiovascular 

18 

which it occurs. 

18 

disease. 

19 

We know that something may cause 

19 

Q. Okay. Which types? 

20 

something, but it may be a period of years before we 

20 

A. Would be for hypertension — well, not 

21 

can define exactly how that does it, and then we can 

21 

really. Perhaps for hypertensive heart disease or 

22 

use that term more. But I don't think cause is -- 

22 

for coronary disease. 

23 

unless you are dealing with a specific infectious 

23 

Q. Would you agree with the following 

24 

disease - is not a term that you find common in the 

24 

statement, Dr. Whittle: A risk factor is a factor 

25 

medical literature. 

25 

whose presence is associated with an increased 
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likelihood that disease will develop at a later 
time? 

A. Yes. 

Q. Would you agree that the term 
"associated with" does not necessarily mean 
causation? 

A. That's correct. 

Q. Dr. Whittle, is it true that there are 
literally hundreds of risk factors for coronary 
heart disease? 

A. That's difficult to answer because we 
don't know how many risk factors there are. There 
are certain risk factors that are predominantly 
known to cause coronary disease. There are some 
lesser that there's been a suggestion, but I don't 
know that I would put it at hundreds. I think of 
those that are clinically important, there is only a 
small number. 

Q. Is medical science discovering new risk 
factors for coronary heart disease all the time? 

A. I think there's a small percentage of 
patients in whom there is no explanation for the 
development of disease, and it may be of some help 
in those limited patients. But I think 
overwhelmingly the major risk factors that we are 
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aware of account for the problems in the bulk of 
patients. 

Q. There are some cases of coronary heart 
disease that occur in patients where there are no 
risk factors present that would explain its 
occurrence? 

A. If I may put that in perspective, in my 
clinical experience I've seen maybe two patients in 
the last 15 years with absolutely no explicable 
reason why they developed advance coronary disease, 
but that's two out of many, many thousands. 

Q. But it does occur? 

A. Extremely rarely. 

Q. Can you identify what you consider to 
be the primary risk factors of coronary heart 
disease? 

A. Yes. 

Q. Would you list them, please. 

A. Smoking, hyperlipidemia, diabetes and 
hypertension. 

Q. How about age, Doctor, would that be a 
risk factor for coronary heart disease? 

A. No. 

Q. How about being male, is that a risk 
factor for coronary heart disease? 
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A. Statistically there is more coronary l 

disease in males, although that's changing somewhat 2 
now. I don't know that I would put it as a risk 3 

factor. That's more of an association than a risk. 4 

Q. How would you distinguish association 5 

from risk? 6 

A. If someone happens to be male and they 7 

smoke, then the fact that they are male may or may 8 

not be a factor. So age and sex both — coronary 9 

disease is certainly more common in males, but if 10 

you look at much, much older males and females, they 11 
tend to approach the same. 12 

I think that's — it may be more of an 13 

association at a younger age but less so at an older 14 
age. And the sex may be the same -- may be the same 15 
facts, so it depends on what age population we're 16 
talking about. 17 

Q. All right. So age and being male may 18 

be a risk factor for coronary heart disease in 19 

certain populations, within certain age ranges; is 20 

that a fair statement? 21 

A. I know — yes, but let me qualify that 22 

a little bit. Again, I can address it with looking 23 

at one particular patient. If you are a male 55 24 

years old and you smoke, then the fact that you are 25 
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a male and you smoke may make it more apt to be 
coronary in origin. However, if you are a female 
and you are 80 and you have not smoked, that may not 
be a factor. 

Q. Isn't it true that if you look at a 
population of men who are age, say, 55 and you 
control for things like smoking, that there is still 
an increased risk as a function of age for coronary 
heart disease? 

A. Yes, But I would not categorize that 
as a risk factor. That may be in a frequency 
distribution, but not so much as a risk factor. 

Q. So you wouldn't consider it to be a 
risk factor within the context of the statement that 
I read you a few minutes ago? Do you recall the 
definition -- 

A. Yes. 

Q. - of risk factor that I asked you if 
you agreed with and you said you did? 

A. Yes. 

Q. "A risk factor is a factor whose 
presence is associated with an increased likelihood 
that disease will develop at a later time." 

A. So what is your question now? 

Q. Would you consider to be age and being 
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1 male to be risk factors within the context of that 

2 definition? 

3 A. It may make you more statistically 

4 likely to have coronary disease. 

5 MR. ANDRADE: Could I have a document 

6 marked --1 guess this would be Defense - 

7 THE COURT: 4. 

8 MR. ANDRADE: Defense Exhibit 4. 

9 (Thereupon, the document was marked 

10 Defendant Lorillard's Exb. No. 4 for 

11 Identification.) 

12 BY MR. ANDRADE: 

13 Q. Doctor, this is an article marked as 

14 Defendant's Exhibit 4 entitled, "Task Force to 

15 Clinical Epidemiology, The Conceptual Basis For 

16 Interpreting Risk Factors." First author is Curt 

17 Furberg, published in the "Journal of the American 

18 College of Cardiology." 

19 You are a member of that organization, 

20 aren't you, that publishes this journal -- 

21 A. Yes, I am. 

22 Q. — the American College of Cardiology? 

23 Is it considered a reputable journal? 

24 A. Yes. 

25 Q. Can I direct your attention to the 
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1 first column on the left, No. 1, What is a risk 

2 factor? I want to read that to you and ask if you 

3 would agree that that is an appropriate definition 

4 of a risk factor. 

5 A. That's correct. 

6 MR. MIKHAIL: He's going to read it. 

7 BY MR. ANDRADE: 

8 Q. "A risk factor is a factor whose 

9 presence is associated with an 

10 increased likelihood that disease will 

11 develop at a later time. A broad range 

12 of factors influence risk, from 

13 personal characteristics to laboratory 

14 measurements. The term 'associated' 

15 does not necessarily connote 

16 causation." 

17 Would you agree with that statement? 

18 A. Yes. 

19 Q. Okay. Thank you. 

20 (Thereupon, a luncheon recess was taken 

21 until 1:30 p.m. of the same day at which time 

22 the following proceedings were resumed:) 

23 

24 

25 
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6 
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7 19th day of May, 1997. 

8 

9 Cynthia Helftaer-“-” 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

Page 156 

1 CERTIFICATE 

2 

The State Of Florida ) 

3 County Of Palm Beach. ) 

4 

I, Cynthia Hektner..Court Reporter, do 

5 hereby certify th^t I was authorized to and did 
report said deposition (Volume I) in stenotype: and 

6 that the foregoing pages, numbered from \ to 154, 
inclusive, are a true and wrrect transcription of 

7 my shorthand notes of said deposition. 

8 I further certify that I am not 
attorney or counsel of any of the parties, nor am I 

9 a relative or employee of any attorney or counsel or 
party ^nnectec with pie action, nor &m I 

10 financially interested in the action 

11 The foregoing certification of this 
transcript docs not apply to any reproduction of the 

12 tame by.any .means unless under the direct control 
^ and/or direction of the certifying reporter. 

^ Dated this 19th day of May, 1997. 
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